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PRESIDENT’S HEALTH RECOMMENDATIONS AND 
RELATED MEASURES 


WEDNESDAY, MARCH 17, 1954 


Untrep Srares SENATEs, 
CoMMITTEE ON LaBpor AND PusLic WELFARE, 
SUBCOMMITTEE ON HEALTH, 
Washington, D.C. 

The subcommittee met at 10 a. m., pursuant to notice, in room P-63 
of the Capitol, Senator H. Alexander Smith (chairman of the full 
committee) presiding. 

Present: Senators Smith (presiding), Purtell (chairman of the 
Subcommittee on Health), Goldwater, Hill, and Lehman. 

Also present: Roy E. James, staff director; Melvin W. Sneed and 
William B. Reidy, professional staff members. 

Senator Smrru. As chairman of the Committee on Labor and Public 
Welfare, I am calling this meeting to order. I will presently turn it 
over to Senator Purtell, who is chairman of the subcommittee, but I 
wanted to be here personally to open these hearings on health and to 
welcome you here, Mrs. Hobby, with the wonderful program which 
you are sponsoring. I can assure you that our subcommittee is eager 
to hear your testimony and the testimony of those with you on this 
important subject. 

Mrs. Hogssy. Thank you, sir. 

Senator Smrru. With that word of welcome, I am glad to turn the 
meeting over to Senator Purtell who is the able chairman of the 
Subcommittee on Health of the Committee on Labor and Public 
Welfare. 

Senator Purrett (presiding). The question of ability will not be 
roved before the end of these meetings, but I would like to say to you, 
enator, that you paid this subcommittee a great compliment and 

indicated the importance of the work of this subcommittee by appear- 
ing here this morning for the opening of these hearings. I know 
how busy you are and of the many demands upon your time, so I again 
want to thank you for being with us to preside at this first meeting 
of this Health Committee. We are going to have, of course, many, 
many days of hearings. 

I would like for the record to show that Senator Cooper would have 
been here had it not been necessary for him to be at a meeting at the 
Department of Agriculture this morning. I would like to have the 
record show that. 

The Subcommittee on Health of the Committee on Labor and Public 
Welfare will held hearings beginning today, March 17, on S. 2758, 
S. 2759, S. 2778, and S. 3114 which embody the President’s health 
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2 PRESIDENT’S HEALTH RECOMMENDATIONS 


recommendations contained in his message to Congress on January 
18, 1954, and on other bills referred to this committee dealing with the 
same subject-matter areas in the field of health. 

(Bills 8. 2758, H. R. 8149, and S. 1052 are as follow :) 


{[S. 2758, 838d Cong., 2d sess.] 

A BILL To amend the hospital survey and construction provisions of the Public Health 
Service Act to provide assistance to the States for surveying the need for diagnostic or 
treatment centers, for hospitals for the chronically ill and impaired, for rehabilitation 
facilities, and for nursing homes, and to provide assistance in the construction of such 
facilities through grants to public and nonprofit agencies, and for other purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That this Act may be cited as the “Medical 
Facilities Survey and Construction Act of 1954.” 

Sec. 2. Title VI of the Public Health Service Act is amended by the addition 
of a new part E to read as follows: ’ 





“Parr E—Draenostic, TREATMENT, REHABILITATION, AND NURSING FACILITIES FOR 
AMBULATORY, CHRONIC DISEASE, AND OTHER PATIENTS—SURVEY AND PLANNING 














“AUTHORIZATION 





OF APPROPRIATION 





“Src. 641. There is hereby authorized to be appropriated the sum of $2,000,000 
to remain available until expended and to be used for making payments to States 
which have submitted, and had approved by the Surgeon General, State applica- 
tions for funds for the purpose of surveying the need for diagnostic or treatment 
centers, hospitals for the chronically ill and impaired, rehabilitation facilities, 
aad nursing homes. 


“STATE APPLICATIONS 





“Sec. 642. The Surgeon General shall approve a State application for funds 
ul der this part which— 

“(1) designates as the sole agency for carrying out such purpose, or for 
supervising the carrying out of such purpose, the State agency designated in 
accordance with section 623 (a) (1); 

“(2) provides for the utilization of the State advisory council provided 
in section 623 (a) (3), and if such council does not include representatives 
of nongovernment organizations or groups, or State agencies, concerned with 
rehabilitation, provide for consultation with organizations, groups, and State 
agencies so concerned; and 

“(3) provides for making an inventory and survey containing all informa- 
tion required by the Surgeon General and for developing a construction 
program in accordance with section 653. 

















“ALLOTMENTS TO STATES 


“Sec. 643. Each State shall be entitled to an allotment of such proportion of 
any appropriation made pursuant to section 641 as its population bears to the 
population of all the States, and within such allotment shall be entitled to receive 
50 per centum of its expenditures in carrying out the purposes of section 641 in 
accordance with its application: Provided, That no such allotment to any State 
shall be less than $25,000. The Surgeon General shall from time to time esti- 
mate the sum to which each State will be entitled under this section, during 
such ensuing period as he may determine, and shall thereupon certify to the 
Secretary of the Treasury the amount so estimated, reduced or increased, as 
the case may be, by any sum by which the Surgeon General finds that his estimate 
for any prior period was greater or less than the amount to which the State 
was entitled for such period. The Secretary of the Treasury shall thereupon, 
prior to audit or settlement by the General Accounting Office, pay to the State, 
at the time or times fixed by the Surgeon General, the amount so certified. 

“(b) Any funds paid to a State under this section and not expended for the 
purposes for which paid shall be repaid to the Treasury of the United States.” 

Sec. 3. Title VI of the Public Health Service Act is further amended by adding 
a new part F to read as follows: 
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“Part F—CONSTRUCTION OF DIAGNOSTIC, TREATMENT, REHABILITATION, AND 
NURSING FACILITIES FOR AMBULATORY, CHRONIC DISEASE, AND OTHER PATIENTS 


“AUTHORIZATION OF APPROPRIATION 


“Sec. 651. There is hereby authorized to be appropriated for the fiscal year 
ending June 30, 1955, and for each of the two succeeding fiscal years— 
“(1) $20,000,000 for grants for the construction of nonprofit diagnostic 
or treatment centers; 
“(2) $20,000,000 for grants for the construction of nonprofit hospitals for 
the chronically ill and impaired ; 


“(3) $10,000,000 for grants for the construction of nonprofit rehabilitation 
} facilities ; and 
| **(4) $10,000,000 for grants for the construction of nonprofit nursing homes. 


“ALLOTMENTS TO STATES 


: “Sec. 652. Each State shall be entitled for each fiscal year to an allotment of 

i a sum bearing the same ratio to the sums appropriated for such year pursuant 
to paragraphs (1), (2), (8), and (4), respectively, of section 651, as the product 

| of (a) the population of such State and (b) the square of its allotment percentage 
(as defined in section 631 (a)) bears to the sum of the corresponding products 
for all of the States: Provided, That no such allotment to any State for the 
purposes of paragraph (1) or (2) of section 651 shall be less than $100,000 and 
no such allotment for the purpuse of paragraph (3) or (4) shall be less than 
$50,000. Sums allotted to a State for a fiscal year and remaining unobligated 
at the end of such year shall remain available to such State for the same purpose 
for the next fiscal year (and for such year only) in addition to the sums 
allotted to such State for such next fiscal year. 


“REGULATIONS AND APPROVAL OF STATE PLANS 


“Src. 653. (a) Within six months after this part becomes effective, the Sur- 
geon General, with the approval of the Federal Hospital Council and the Secretary 
of Health, Education, and Welfare (hereinafter referred to as the ‘Secretary’), 
shall revise and supplement the regulations issued under section 622 to provide 
general standards of construction and eyuipment, general standards of adequacy 
and priority, and requirements comparable to those provided in such regulations 
as to nondiscrimination and persons unable to pay, and as to general methods of 
administration of the State plan, for facilities for which payments are authorized 

Y under this part. After such regulations have been issued, any State desiring to 
take advantage of this part may submit, as a revision of, or supplement to, its 
plan under section 623, a plan for a construction program for diagnostic or treat- 
ment centers, hospitals for the chronically ill and impaired, rehabilitation facili- 
ties, and nursing homes. The Surgeon General shall approve any such revision 

: ° of, or supplement to, the State plan which is based upon a statewide inventory of 
existing facilities available for such purposes and which— 

“(1) meets the requirements of paragraphs (1), (2), (3), (6), (8) and 
(9) of section 623 (a) : Provided, That if the designated advisory council does 
not include representatives of nongovernment organizations or groups, or 

' State agencies, concerned with rehabilitation, the plan shall provide for 
consultation with organizations, groups, and State agencies so concerned; 

“(2) conforms with the regulations prescribed under section 622 ag 
revised and supplemented for the purposes of this part; 

“(3) sets forth, with respect to each type of facility, the relative need 
determined in accordance with such revised regulations, and provides for 
the construction, insofar as financial resources available therefor and for 
maintenance and operation make possible, of such facilities in the order of 
such relative need; and 

“(4) provides that the State agency will from time to time review its 
construction program for such facilities as a part of its State plan and sub- 
mit to the Surgeon General any modifications thereof which it considers 
necessary. 

“(b) The provisions of swhsections (b) and (c) of section 623 shall, and the 
provisions of subsection (d) (except with respect to hospitals) and of subsection 
(e) of such section shall not, be applicable to State plans with respect to projects 
for construction under this part. 
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“APPROVAL OF PROJECTS AND PAYMENTS—FEDERAL SHARE 


“Sec. 654. (a) Applications under this part by States, political subdivisions 
or other nonprofit agencies for (1) nonprofit diagnostic or treatment centers, (2) 
nonprofit hospitals for the chronically ill and impaired, (3) nonprofit rehabilita- 
tion facilities, or (4) nonprofit nursing homes shall be submitted, and shall be 
approved by the Surgeon General (subject also, in the case of rehabilitation 
facilities, to the approval of the Secretary) if sufficient funds are available from 
the State’s allotment under this part for such type of facility, in accordance with 
the procedures and subject to the conditions prescribed in subsection (a) of sec- 
tion 625 and the regulations issued under section 622 as revised and supplemented 
for the purposes of this part: Provided, however, That (except with respect to 
hospitals) the assurances required for compliance with State standards for op- 
eration and maintenance shall be limited to such standards, if any, as the State 
may prescribe. Approved applications shall be subject to amendment as pro- 
vided in subsection (c) of section 625. 

“(b) Procedures and conditions for payments under this part shall be in 
accord with the provisions of subsection (b) of section 625.” 


AMENDMENT OF PARTS C AND D OF TITLE VI 


Sec. 4. (a) Subsection (e) of section 625 of the Public Health Service Act is 
hereby amended to read: 

“(e) If any hospital, diagnostic or treatment center, rehabilitation facility, 
or nursing home for which funds have been paid under this section or under 
section 654 shall, at any time within twenty years after the completion of con- 
struction, (A) be sold or transferred to any person, agency, or organization, 
(1) which is not qualified to file an application under this section, or (2) which 
is not approved as a transferee by the State agency designated pursuant to 
section 623 (a) (1), or its successor, or (B) cease to be a nonprofit hospital, 
nonprofit diagnostic or treatment center, nonprofit rehabilitation facility, or 
nonprofit nursing home as defined in section 631 (g), the United States shall be 
entitled to recover from either the transferor or the transferee (or, in the case 
of a hospital, diagnostic or treatment center, rehabilitation facility, or nursing 
home, which has ceased to be nonprofit, from the owners thereof) an amount 
bearing the same ratio to the then value (as determined by agreement of the 
parties or by action brought in the district court of the United States for the 
district in which such hospital, center, facility, or nursing home is situated) of 
so much of the hospital, center, facility, or nursing home as constituted an 
approved project or projects, as the amount of the Federal participation bore 
to the cost of the construction of such project or projects.” 

(b) Subsection (e) of section 631 is amended to read: 

“(e) the term ‘hospital’ (except as used in section 622 (a) and (b)) 
includes public health centers and general, tuberculosis, mental, chronic 
disease, and other types of hospitals in which patient care is under the pro- 
fessional supervision of persons licensed to practice medicine in the State, 
and related facilities, such as laboratories, nurses’ home and training fa- 
cilities, central service facilities operated in connection with hospitals, out- 
patient departments, and medical rehabilitation and convalescent facilties 
in which patient care is under the professional supervision of persons 
licensed to practice medicine in the State, but does not include any hospital 
or facility furnishing primarily domiciliary care ;’’. 

(c) Subsection (g) of section 631 is amended to read: 

“(g) the terms ‘nonprofit hospital’, ‘nonprofit diagnostic or treatment 
center’, ‘nonprofit rehabilitation facility’, and ‘nonprofit nursing home’ mean 
any hospital, diagnostic or treatment center, rehabilitation facility, and 
nursing home, as the case may be, which is owned and operated by one or 
more nonprofit corporations or associations no part of the net earnings of 
which inures, or may lawfully inure, to the benefit of any private share 
holder or individual ;”. 

(d) Subsection (h) of section 631 is amended to read: 

“(h) the term ‘construction’ includes construction of new buildings, 
expansion, remodeling, and alteration of existing buildings, and initial equip- 
ment of any such buildings (including medical transportation faciltiies) ; 
including architects’ fees, but excluding the cost of off-site improvements 
and, except with respect to public health centers, the cost of the acquisition 
of land ;”. 
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“(k) (1) the term ‘Federal share’ with respect to any project means the 
proportion of the cost of construction of such project to be paid by the 
Federal Government. In the case of any project approved prior to October 
5, 1949, the Federal share shall be 3314 per centum of the cost of construc- 
tion of such project. In the case of any project approved on or after October 
25, 1949, the Federal share, except as otherwise provided in paragraph (2) 
of this subsection, shall be determined as follows: 

“(A) if the State plan, as of the date of approval of the project 
application, contains standards approved by the Surgeon General pur- 
suant to section 623 (e), the Federal share with respect to such project 

| ) shall be determined by the State agency in accordance with such 
Fi standards; 
i “(B) if the State plan does not contain such standards, the Federal 
tf share shall be the amount (not less than 3344 per centum and not more 


20/ 


than either 6624 per centum or the State’s allotment percentage, which- 


; 
(e) Subsection (k) of section 631 is amended to read: 


ever is the lower) established by the State agency for all projects in the 
State: Provided, That prior to the approval of the first project in the 
State during any fiscal year, the State agency shall give to the Surgeon 
General written notification of the Federal share established under this 
paragraph for projects in such State to be approved by the Surgeon 
General during such fiscal year, and the Federal share for projects in 
such State approved during such fiscal year shall not be changed after 
such approval. 


“(2) in the case of any project eligible for approval under part F and 


approved after the effective date of that part, the ‘Federal share’ shall not 
be less than 50 per centum of the cost of construction and not more than either 
6624 per centum or the State’s allotment percentage of such cost, whichever 
is the lower, as the State agency may prescribe for any fiscal year for all 
projects under part F, and, if a hospital as defined in section 631 (e), may 
be paid, notwithstanding any other provision of this title, from the State's 
allotment under part ©, or from the appropriate allotment of the State under 
part F, or from both allotments in such proportions as the State agency 
may designate.” 

(f) Section 631 of the Public Health Service Act is further amended by the 

addition of the following subsections: 

“(1) the term ‘diagnostic or treatment centers’ means a nonprofit facility 
for the diagnosis of treatment, or both, of ambulatory patients, in which 
patient care is under the professional supervision of persons licensed to 
practice medicine in the State, and includes out-patient clinics ; 

“(m) the term ‘hospital for the chronically ill and impaired’ shall not 
include any hospital primarily for the care and treatment of mentally ill or 
tuberculosis patients ; 

“(n) the term ‘rehabilitation facility’ means a facility operated for the 


> primary purposes of assisting in the rehabilitation of disabled persons 
through an integrated program of medical, psychological, social, and voca- 

j tional evaluation and services under competent professional supervision: 
' Provided, That the major portion of such evaluation and services are fur- 


nished within the facility and that all medical and related health services are 
| * prescribed by, or are under the formal supervision of, person licensed to 
practice medicine in the State; and 
“(o) the term ‘nursing home’ means a facility for the accommodation of 
convalescents or other persons who are not acutely ill and not in need of 
hospital care but who require skilled nursing care, and related medical 
services: Provided, That such services are prescribed by, or the care of the 
patient is under the formal supervision of, persons licensed to practice 
medicine in the State.” 

(g) Subsection (a) and subsection (b), paragraph (1), of section 632 are 
hereby amended to read: 

“Sec. 632. (a) Whenever the Surgeon General, after reasonable notice and 
opportunity for hearing to the State agency designated in accordance with section 
612 (a) (1) or section 642 (1) finds that the State agency is not complying 
substantially with the provisions required by section 612 (a) or section 642 to be 
contained in its application for funds under part B or part E, as the case may be, 
or after reasonable notice and opportunity for hearing to the State agency 
designated in accordance with section 623 (a) (1) or section 642 (1) finds (1) 
that the State agency is not complying substantially with the provisions required 
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by section 623 (a), or by regulations prescribed pursuant to section 622, or with 
the provisions required by section 642, or by regulations prescribed pursuant to 
section 653, to be contained n its plan submitted under section 623 (a) or section 
653, as the case may be, or (2) that any funds have been diverted froin the 
purposes for which they have been allotted or paid, or (3) that any assurance 
given in an application filed under section 625 or section 654, as the case may be, 
is not being or cannot be carried out, or (4) that there is a substantial failure to 
carry out plans and specifications approved by the Surgeon General under 
section 625 or section 654, as the case may be, or (5) that adequate State funds 
are not being provided annually for the direct administration of the State plan, 
the Surgeon General may forthwith notify the Secretary of the Treasury and 
the State agency that no further certification will be made under part B, part C, 
part E, or part F, as the case may be, or that no further certification will be 
niade for any project or projects designated by the Surgeon General as being 
affected by the default, as the Surgeon General may determine to be appropriate 
under the circumstances, and, except with regard to any project for which the 
application has already been approved and which is not directly affected by 
such default, he may withhold further certifications until there is no longer any 
failure to comply, or if compliance is impossible, until the State repays or 
arranges for the repayment of Federal moneys which have been diverted or 
improperly expended. 

“(b) (1) If the Surgeon General refuses to approve any application under 
section 625 or section 654, the State agency through which the application was 
submitted, or if any State is dissatisfied with the Surgeon General’s action 
under subsection (a) of this section, such State may appeal to the United States 
circuit court of appeals for the circuit in which such State is located. The sum- 
mons and notice of appeal may be served at any place in the United States. 
The Surgeon General shall forthwith certify and file in the court the transcript 
of the proceedings and the record on which he based his action.” 

(h) Section 635 is hereby amended to read: 

“Sec. 635. Except as otherwise specifically provided, nothing in this title shall 
be construed as conferring on any Federal offi‘er or employee the right to exer- 
cise any supervision or control over the administration, personnel, maintenance, 
or operation of any hospital, diagnostic or treatment center, rehabilitation facil- 
ity, or nursing home with respect to which any funds have been or may be ex- 
pended under this title.” 

Sec. 5. As used in the provisions of the Public Health Service Act amended 
by this Act, the term “Secretary”, except where the context otherwise requires, 
means the Secretary of Health, Education, and Welfare. 


[H. R. 8149, 83d Cong., 2d sess.] 


AN ACT To amend the hospital survey and construction provisions of the Public Health 
Service Act to provide assistance to the States for surveying the need for diagnostic or 
treatment centers, for hospitals for the chronically ill and impaired, for rehabilitation 
facilities, and for nursing homes, and to provide assistance in the construction of such 
facilities through grants to public and nonprofit agencies, and for other purposes 
Be it enacted by the Senate and House of Representatives of the United States 

of America in Congress assembled, That this Act may be cited as the “Medical 

Facilities Survey and Construction Act of 1954”. 

Sec. 2. Title VI of the Public Health Service Act is amended by adding im- 
mediately after part D thereof the following new parts: 


“Part E—DECLARATION OF PurRPOSE WITH RESPECT TO DIAGNOSTIC O8 TREATMENT 
CENTERS, CHRONIC DISEASE HOSPITALS, REHABILITATION FACILITIES, AND NURS- 
ING HoMES 


“Sec, 641. The purpose of parts F and G of this title is— 

“(a) to assist the several States (1) to inventory their existing diagnos- 
tic or treatment centers, hospitals for the chronically ill and impaired, 
rehabilitation facilities, and nursing homes, (2) to survey the need for 
the construction of facilities of the types referred to in clause (1), and (3) 
to develop programs for the construction of such public and other nonprofit 
facilities of the types referred to in clause (1) as will, in conjunction with 
existing facilities, afford the necessary physical facilities for furnishing to 
all their people adequate services of the kinds which may be supplied by 
facilities of the types referred to in clause (1) ; and 
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“(b) to assist in the construction, in accordance with such programs, of 
public and other nonprofit facilities of the types referred to in subsection (a). 


“Parr F—SurveYS AND PLANNING WitH Respect TO DIAGNOSTIC OR TREATMENT 
CENTERS, CHRONIC Disease HospiraLs, REHABILITATION FACILITIES, AND NURS- 
ING HoMES 

“AUTHORIZATION OF APPROPRIATION 


“Sec. 646. In order to assist the States in carrying out the purposes of section 
641 (a) there is hereby authorized to be appropriated the sum of $2,000,000, to 
remain available until expended. The sums appropriated under this section 
shall be used for making payments to States which have submitted, and had 
approved by the Surgeon General, State applications for funds for carrying 
out such purposes. 

“STATE APPLICATIONS 


“Src. 647. The Surgeon General shall approve a State application for funds 
for carrying out the purposes of section 641 (a) which— 

“(1) designates as the sole agency for carrying out such purposes, or 
for supervising the carrying out of such purposes, the State agency desig- 
nated in accordance with section 623 (a) (1); 

“(2) provides for the utilization of the State advisory council provided 
in section 623 (a) (8), and if such council does not include representatives 
of nongovernment organizations or groups, or State agencies, concerned with 
rehabilitation, provides for consultation with organizations, groups, and 
State agencies so concerned; and 

“(3) provides for making an inventory and survey containing all infor- 
mation required by the Surgeon General and for developing a construction 
program in accordance with section 653. 


“ALLOTMENTS TO STATES 


“Sec. 648. Fach State shall be entitled to an allotment of such proportion 
of any appropriation made pursuant to section 646 as its population bears to 
the population of all the States, and within such allotment shall be entitled 
to receive 50 per centum of its expenditures in carrying out the purposes of 
section 641 (a) in accordance with its application: Provided, That no such 
allotment to any State shall be less than $25,000. The Surgeon General shall 
from time to time estimate the sum to which each State will be entitled under 
this section, during such ensuing period as he may determine, and shall there- 
upon certify to the Secretary of the Treasury the amount so estimated, reduced 
or increased, as the case may be, by any sum by which the Surgeon General 
finds that his estimate for any prior period was greater or less than the amount 
to which the State was entitled for such period. The Secretary of the Treasury 
shall thereupon, prior to audit or settlement by the General Accounting Office, 
pay to the State, at the time or times fixed by the Surgeon General, the amount 
so certified. 

“(b) Any funds paid to a State under this section and not expended for the 
purposes for which paid shall be repaid to the Treasury of the United States.” 

Sec. 3. Title VI of the Public Health Service Act is further amended by adding 
a new part G to read as follows: 


“Part G—CONSTRUCTION OF DIAGNOSTIC OR TREATMENT CENTERS, CHRONIC DISEASE 
HOSPITALS, REHABILITATION FACILITIES, AND NURSING HoMES 


“AUTHORIZATION OF APPROPRIATION 


“Sec. 651. In order to assist the States in carrying out the purposes of section 
641 (b), there is hereby authorized to be appropriated for the fiscal year ending 
June 30, 1955, and for each of the two succeeding fiscal years— 

“(1) $20,000,000 for grants for the construction of public ard other non- 
profit diagnostic or treatment centers ; 

“(2) $20,000,000 for grants for the construction of public and other non- 
profit hospitals for the chronically ill and impaired ; 

“(3) $10,000,000 for grants for the construction of public and other non- 
profit rehabilitation facilities; and 

“(4) $10,000,000 for grants for the construction of public and other non- 
profit nursing homes. 








8 PRESIDENT’S HEALTH RECOMMENDATIONS 


“ALLOTMENTS TO STATES 


“Sec. 652. Each State shall be entitled for each fiscal year to an allotment 
of a sum bearing the same ratio to the sums appropriated for such year pursuant 
to paragraphs (1), (2), (8), and (4), respectively, of section 651, as the product 
of (a) the population of such State and (b) the square of its allotment percentage 
(as defined in section 631 (a)) bears to the sum of the corresponding products 
for all of the States: Provided, That no such allotment to any State for the 
purposes of paragraph (1) or (2) of section 651 shall be less than $100,000 and 
no such allotment for the purpose of paragraph (3) or (4) shall be less than 
$50,000. Sums allotted to a State for a fiscal year and remaining unobligated 
at the end of such year shall remain available to such State for the same purpose 
for the next fiscal year (and for such year only) in addition to the sums allotted 
to such State for such next fiscal year. 


“REGULATIONS AND APPROVAL OF STATE PLANS 


“Sec. 653. (a) Within six months after this part becomes effective, the Surgeon 
General, with the approval of the Federal Hospital Council and the Secretary of 
Health, Education, and Welfare (hereinafter referred to as the ‘Secretary’ ), shall 
revise and supplement the regulations issued under section 622 to provide general 
standards of construction and equipment, general standards of adequacy and 
priority, and requirements comparable to those provided in such regulations as 
to nondiscrimination and persons unable to pay, and as to general methods of 
administration of the State plan, for facilities for which payments are authorized 
under this part. After such regulations have been issued, any State desiring to 
take advantage of this part may submit, as a revision of, or supplement to, its 
plan under section 623, a plan for a construction program for diagnostic or 
treatment centers, hospitals for the chronically ill and impaired, rehabilitation 
facilities, and nursing homes. The Surgeon General shall approve any such 
revision of, or supplement to, the State plan which is based unon a statewide 
inventory of existing facilities available for such purposes and which— 

“(1) meets the requirements of paragraphs (1), (2), (3), (6), (8), and 
(9) of section 623 (a): Provided, That if the designated advisory council 
does not include representatives of nongovernmental organizations or groups, 
or State agencies, concerned with rehabilitation, the plan shall provide for 
consultation with organizations, groups, and State agencies so concerned: 

*“(2) conforms with the regulations nrescribed under section 622 as revised 
and supplemented for the purposes of this part; 

“(3) sets forth, with respect to each type of facility, the relative need 
determined in accordance with such revised regulations, and provides for 
the construction, insofar as financial resources available therefor and for 
maintenance and operation make possible, of such facilities in the order of 
such relative needs ; and 

“(4) provides that the State agency will from time to time review its 
construction program for such facilities as a part of its State plan and 
submit to the Surgeon General any modifications thereof which it considers 
necessary. 

“(b) The provisions of subsections (b) and (c) of section 623 shall be applic- 
able to State plans with respect to projects for construction under this part. 
I’xcept with resnect to hospitals, the provisions of subsection (d) of such section 
shall not be applicable to State plans with respect to projects for construction 
under this part. 


“APPROVAL OF PROJECTS AND PAYMENTS—FEDERAL SHARE 


“Sec. 654. (a) Applications under this part by States, political subdivisions, 
or public or other nonprefit agencies for (1) public or other nonprofit diagnostic 
or treatment centers, (2) public or other nonprofit hospitals for the chronically 
ill and impaired, (3) public or other nonprofit rehabilitation facilities, or (4) 
public or other nonprofit nursing homes shall be submitted, and shall be approved 
by the Surgeon General (subject also, in the case of rehabilitation facilities, to 
the approval of the Secretary) if sufficient funds are available from the State’s 
allotment under this part for such type of facility, in accordance with the pro- 
cedures and subject to the conditions prescribed in subsection (a) of section 
625 and the regulations issued under section 622 as revised and supplemented for 
the purposes of this part: Provided, however, That (except with respect to 
hospitals) the assurances required for compliance with State standards for 
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operation and maintenance shall be limited to such standards, if any, as the 
State may prescribe. Approved applications shall be subject to amendment as 
provided in subsection (c) of section 625. 

“(b) In accordance with regulations, any State may file with the Surgeon 
General a request that a specified portion of an allotment to it under this part 
for any type of facility be added to the corresponding allotment of another 
State for the purpose of meeting a portion of the Federal share of the cost of 
a project for the construction of a facility of the type in such other State. If it is 
found by the Surgeon General (or, in the case of a rehabilitation facility, by 
the Surgeon General and the Secretary) that construction of the facility with 
respect to which the request is made would meet needs of the State making the 
request and that use of the specified portion of such State’s allotment, as re- 
quested by it, would assist in carrying out the purposes of this part, such portion 
of such State’s allotment shall be added to the corresponding allotment of the 
other State, to be used for the purpose referred to above. 

“(c) Procedures and conditions for payments under this part shall be in 
accord with the provisions of subsection (b) of section 625. 

“(d) Notwithstanding subsection (a) of this section, no application for a 
diagnostic or treatment center shall be approved under such subsection unless 
the applicant is (1) a State, political subdivision, or public agency, or (2) a 
corporation or association which owns and operates a nonprofit hospital (as 
defined in section 631 (g) ).” 


AMENDMENT OF Parts A, C, AND D or Tite VI 


Sec. 4. (a) That part of section 601 of the Public Health Service Act which 
precedes paragraph (a) is amended by striking out “purpose of this title’ and 
inserting in lieu thereof “purpose of parts B through D of this title”. 

(b) Subsection (e) of section 625 of the Public Health Service Act is hereby 
amended to read: 

“(e) If any hospital, diagnostic or treatment center, rehabilitation facility, 
or nursing home for which funds have been paid under this section or under 
section 654 shall, at any time after the completion of construction, (A) be sold 
or transferred to any person, agency, or organization, (1) which is not qualified 
to file an application under this section, or (2) which is not approved as a trans- 
feree by the State agency designated pursuant to section 623 (a) (1), or its 
successor, or (B) cease to be a nonprofit hospital, nonprofit diagnostic or treat- 
ment center, nonprofit rehabilitation facility, or nonprofit nursing home as defined 
in section 631 (g), the United States shall be entitled to recover from either 
the transferor or the transferee (or, in the case of a hospital, diagnostic or 
treatment center, rehabilitation facility, or nursing home, which has ceased to 
be nonprofit, from the owners thereof) an amount bearing the same ratio to the 
then value (as determined by agreement of the parties or by action brought in 
the district court of the United States for the district in which such hospital, 
center, facility, or nursing home is situated) of so much of the hospital, center, 
facility, or nursing home as constituted an approved project or projects, as the 
amount of the Federal participation bore to the cost of the construction of such 
project or projects.” 

(c) Subsection (g) of section 631 is amended to read: 

“(g) The terms ‘nonprofit hospital’, ‘nonprofit diagnostic or treatment center’, 
‘nonprofit rehabilitation facility’, and ‘nonprofit nursing home’ mean any hospital, 
diagnostic or treatment center, rehabilitation facility, and nursing home, as the 
case may be, which is owned and operated by one or more nonprofit corporations 
or associations no part of the net earnings of which inures, or may lawfully 
inure, to the benefit of any private shareholder or individual ;”. 

(d) Subsection (h) of section 631 is amended to read: 

“(h) The term ‘construction’ includes construction of new buildings, expan- 
sion, remodeling, and alteration of existing buildings, and initial equipment of 
any such buildings (including medical transportation facilities); including 
architects’ fees, but excluding the cost of off-site improvements and, except with 
respect to public health centers, the cost of the acquisition of land ;”. 

(e) Subsection (k) of section 631 is amended to read: 

“(k) (1) The term ‘Federal share’ with respect to any pneeet. means the 
proportion of the cost of construction of such project to be paid by the Federal 
Government. In the case of any project approved prior to October 25, 1949, the 
Federal share shall be 33144 per centum of the cost of construction of such 
project. In the case of any project approved on or after October 25, 1949, the 
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Federal share, except as otherwise provided in paragraph (2) of this subsection, 
shall be determined as follows— 

“(A) if the State plan, as of the date of approval of the project appli- 
cation, contains standards approved by the Surgeon General pursuant to 
section 623 (e), the Federal share with respect to such project shall be 
determined by the State agency in accordance with such standards; 

“(B) if the State plan does not contain such standards, the Federal 
share shall be the amount (not less than 3344 per centum and not more 
than either 6624 per centum or the State’s allotment percentage, which- 
ever is the lower) established by the State agency for all projects in the 
State: Providcd, That prior to the approval of the first project in the 
State during any fiscal year, the State agency shall give to the Surgeun 
General written notification of the Federal share established under this 
subparagraph for projects in such State to be approved by the Surgeon 
General during such fiscal year, and the Federal share for projects in such 
State approved during such fiscal year shall not be changed aiter such 
approval. 

“(2) In the case of projects eligible for approval under part G and approved 
after the effective date of that part, the Federal share shall be determined as 
provided in paragrayh (1) of this subsection, or, if the State so elects, shall 
be 50 per centum of the cost of construction of the project: Provided, That 
prior to the approval of the first such project in the State during any fiscal 
yeur, the State agency shall give to the Surgeon General written notification 
of such election; and such election shall not be subject to change during such 
fiscal year after such approval.” 

(f) Section 631 of the Public Health Service Act is further amended by the 
addition of the following subsections: 

“(1) The term ‘diagnostic or treatment center’ means a facility for the 
diagnosis or ireatment, or both, of ambulatory patients— 

“(1) which is operated in connection with a hospital, or 

“(2) in which patient care is under the professional supervision of persons 
licensed to practice medicine or surgery in the State. 

“(m) The term ‘hospital for the chronically ill and impaired’ shall not include 
any hospaal primarily for the care and treatment of mentally ill or tuberculous 
patients. 

“(n) The term ‘rehabilitation facility’ means a facility which is operated for 
the primary purpose of assisting in the rehabilitation of disabled persons through 
an integrated program of medical, psychological, social, and vocational evaluation 
and services under competent professional supervision, and in the case of 
which— 

“(1) the major portion of such evaluation and services is furnished within 
the facility ; and 

“(2) either (A) the facility is operated in connection with a hospital, 
or (B) all medical and related health services are prescribed by, or are 
under the general direction of, persons licensed to practice medicine or 
surgery in the State. 

“(o) The term ‘nurs.ng home’ means a facility for the accommodation of 
convalescents or other persons who are not acutely ill and not in need of hospital 
care, but who require skilled nursing care and related medical services— 

“(1) which is operated in connection with a bospital, or 

“(2) in which such nursing care and medical services are prescribed by, 
or are performed under the general direction of, persons licensed to practice 
medicine or surgery in the State.” 

(gz) Subsection (a) and subsection (b), paragraph (1), of section 632 are 
her: by amended to read: 

“Seo. 682. (a) Whenever the Surgeon General, after reasonable notice and 
opportunity for hearing to the State agency designated in accordance with section 
612 (a) (1) or section 647 (1) finds that the State agency is not complying sub- 
stantially with the provisions required by section 612 (a) or section 647 to be 
contained in its application for funds under part B or part F, as the case may be, 
or after reasonable notice and opportunity for hearing to the State agency desig- 
nated in accordance with section 623 (a) (1) or section 647 (1) finds (1) that 
the State agency is not complying substantially with the provisions required 
by section 623 (a), or by regulations prescribed pursuant to section 622, or with 
the provisions required by section 647, or by regulations prescribed pursuant to 
section 653, to be contained in its plan submitted under section 623 (a) or section 
653, as the case may be, or (2) that any funds have been diverted from the pur- 
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poses for which they have been allotted or paid, or (3) that any assurance given 
in an application filed under section 625 or section 654, as the case may be, is not 
being or cannot be carried out, or (4) that there is a substantial failure to 
carry out plans and specifications approved by the Surgeon General! under section 
625 or section 654, as the case may be, or (5) that adequate State funds are not 
being provided annually for the direct administration of the State plan, the 
Surgeon General may forthwith notify the Secretary of the Treasury and the 
State agency that no further certification will be made under part B, part CG, 
part F, or part G, as the case may be, or that no further certification will be made 
for any project or projects designated by the Surgeon General as being affected 
by the default, as the Suregon General may determine to be appropriate under 
the circumstances ; and, except with regard to any project for which the app ica- 
tion has already been approved and which is not directly affected by such default, 
he may withhold further certifications until there is no longer any failure to com- 
ply, or, if compliance is impossible, until the State repays or arranges for the 
repayment of Federal moneys which have been diverted or improperly expended. 

“(b) (1) If the Surgeon General refuses to approve any application under 
section 625 or section 654, the State agency through which the application was 
submitted, or if any State is dissatisfied with the Suregon General's action under 
subsection (a) of this section, such State may appeal to the United States circuit 
court of appeals for the circuit in which such State is located. The summons and 
notice of appeal may be served at any place in the United States. The Surgeon 
General shall forthwith certify and file in the court the transcript of the pro- 
ceedings and the record on which he based his action.” 


2m 


(h) Section 635 is hereby amended to read: 


“STATE CONTROL OF OPERATIONS 


“Sec. 635. Except as otherwise specifically provided, nothing in this title shall 
be construed as conferring on any lederal officer or employee the right to exercise 
any supervision or control over the administration, personnel, maintenance, or 
operation of any hospital, diagnostic or treatment center, rehabilitation facility, 
or nursing home with respect to which any funds have been or may be expended 
under this title.” 

l’assed the House of Representatives March 9, 1954. 

Attest: LYLE O. SNADER, 

Clerk. 





[S. 1052, 83d Cong., 1st sess.] 


A BILL To assist voluntary nonprofit assoc‘ations offering prepaid health service programs 
to secure necessary facilities and equipment through long-term, interest-bearing loans 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That this Act be cited as the “Health Serv- 
ices Facilities Act”. 

DECLARATION OF PURPOSE 


Seo. 2. It is hereby declared to be the policy of Congress to encourage the 
people of the United States to undertake solution of their common problems 
insofar as possible through voluntary cooperative action at the local community 
level. The Congress finds that one such common problem is that of developing 
means and methods whereby the people can create for themselves and their 
comm nities such diagnostic and treatment centers as will help make available 
to them the benefits of modern medical science and group practice on a prepaid 
bud; etable basis and to enable physicians to make the best utilization of their 
services in maintaining the health of the community, and that the accomplish- 
ment of these objectives is of particular importance during the present national 
defense emergency. 

The Congress further finds that in many areas of the country and among 
many groups of people there have heen or might readily be formed nonprofit 
associations for the purpose of enabling the membership of such associations to 
adequately compensate professional medical personnel and to prepay in an 
orderly manner the cost of efficiently organized, modern medical care. It is 
recognized, however, that in many instances, particularly in rural areas, these 
groups of people, while financially able to maintain such nonprofit medical 
service plans, do not have access to resources sufficient to provide the capital 
funds needed for the construction or acquisition of the physical facilities and 
equipment. Proper facilities and adequate equipment are essential to the 
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economic operation of such programs, to the rendering of effective care, and 
to the recruitment of a sufficient number of doctors and related personnel. It 
is therefore declared to be the purpose of this Act to provide long-term loans 
at reasonable rates of interest to such groups of people who demonstrate their 
readiness and ability to join together in and to maintain such voluntary asso- 
ciations and thus to advance the policy of Congress set forth in this Act. 

Sec. 3. In order to carry out the purposes of this Act, there is hereby author- 
ized to he appropriated for the fiscal year ending June 30, 1951, the sum of 
$5,000,000 and for the fiscal year ending June 30, 1952, the sum of $5,000,000 
and for each of the next three succeeding fiscal years the sum of $10,000,000. 

Sec. 4. Loans for part or all of the cost of acquisition, construction, and 
equipping of health-service facilities incident to the operation of a health- 
service program may be made to nonprofit associations which submit to the 
Surgeon General of the United States Public Health Service satisfactory 
evidence— 

(a) of local interest in and financial support for the successful operation 
of its prepaid health-service program ; 

(b) of an organizational structure which vests control over the practice 
of medicine and dentistry in connection with the health-service program 
solely in duly licensed members of the professions involved ; 

(c) of an organizational structure which vests control over the general 
administration of the plan’s operations in the beneficiary members of said 
plan or, in the case of plans still in the initial stage, which provides for such 
vesting of control in the hands of beneficiary members within a reasonable 
period of time; 

(d) that its methods of compensation will be on a basis mutually satis- 
factory to participating physicians and to the governing board of the plan; 

(e) that participation in the plan by beneficiary members and by physi- 
cians shall be voluntary ; 

(f) that in cases of emergency the plan will agree to render services to 
any resident of the community whether or not they are members of the plan, 
and further that the facilities and services shall likewise be available to 
nenmember residents and nonparticipating physicians of the area served 
by the plan at such other times as will not interfere with the proper rendi- 
tion of services to members of the program: And provided further, That the 
plan shall be entitled to require compensation on a fair and reasonable basis 
for all such utilization of its facilities or services by any such nonmembers 
and nonparticipating physicians. 

Sec. 5. In carrying out the purposes of this Act, the Surgeon General, with 
the advice of the Health Services Facilities Council, shall formulate standards 
for the making of loans to eligible nonprofit health service plans. Such standards 
shall provide equitably for— 

(a) determination by the Surgeon General that the applicant is an associa- 
tion which accords with the requirements of section 4 of this Act; 

(b) the making of loans in sufficient amount to cover the total cost of 
facilities and equ'pment if desired by the applicant ; 

(c) an amortization period of not less than twenty-five years with pro- 
vision for earlier repayment by the borrower at his option; 

(d) an interest rate of not to exceed 2 per centum per annum on unpaid 
balances; 

(e) determination of priorities for the making of loans to eligible appli- 
‘ants in accordance with a formula to be developed by the Surgeon General 
with the advice and consent of the Health Services Facilities Council, which 
formula shall include, among other factors, the degree to which the plan 
provides for comprehensive medical care and group-practice bases including 
preventive as well as curative treatment, sound method of repayment, rela- 
tive need, extent of local interest and participation in applicant’s program, 
and the relation of the projected facility to an overall development of health 
services in the general area of its location. 

Sec. 6. At the request of groups operating health service plans or at the request 
of responsible groups contemplating the organization of such a plan, the Surgeon 
General may provide technical assistance in making needed surveys and in ad- 
vising on organizational methods and operating procedures. The Surgeon Gen- 
eral may expend for such assistance, not to exceed 10 per centum annually, of the 
appropriation made under this Act for surveys, technical assistance to nonprofit 
plans, and for the Federal administration of this Act. 

Sec. 7. The Surgeon General shall carry out his functions as provided herein 
under the supervision and direction of the Federal Security Administrator. He 
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shall, with the approval of the Federal Security Administrator, prescribe such 
reguiatiors as he deems necessary to carry out the purposes of this Act. In carry- 
ing out his functions, the Surgeon General is authorized pursuant to agreement 
between the Federal Security Administrator and the head of any Federal agency 
to utilize the services and facilities of such agency and to pay therefor either in 
advance or by way of reimbursement, as may be provided in such agreement. 

Sec. 8. The Surgeon General shall make periodic, comparative analyses of the 
operations of health service plans and shall transmit reports thereon to such 
plans and to interested organizations, and shall furnish to Congress at the begin- 
ning of each regular session a full report of the administration of this Act. 

Sec. 9. For the purposes of this Act— 

(a) the term “health services” means services such as are provided by 
physicians and dentists and similar professional groups, members of which 
are licensed under State laws, laboratory and X-ray services, and other 
Services related thereto. 

(b) the term “States” includes Alaska, Hawaii, Puerto Rico, the Virgin 
Islands, and the District of Columbia. 

Sec. 10. The effective date of this Act shall be the date of its enactment. 


NATIONAL HEALTH SERVICES FACILITIES COUNCIL 


Sec. 11 The Surgeon General, with the approval of the Federal Security Ad- 
ministrator, shall establish a National Health Services Facilities Council to 
consist of one representative of the Department of Agriculture designated by the 
Secretary of Agriculture and one representative of the Department of Labor to 
be designated by the Secretary of Labor, and, in addition, twelve members ap- 
pointed without regard to the civil-service laws by the Surgeon General with the 
approval of the Administrator. The twelve appointed members shall be leaders 
in the field of medical economics, medical administration, or public affairs, and 
three of such twelve shall be representative of operating nonprofit prepaid medi- 
cal service plans, three shall be representative of bona fide national farm organ- 
izations, three shall be representative of bona fide national labor organizations, 
and three shall be members of the medical, dental, and nursing professions. Each 
appointed member of the council shall hold office for a term of four years except 
that any member appointed to fill a vacancy occurring prior to the expiration of 
the term for which his predecessor was appointed shall be appointed for the 
remainder of such term and except that, of the members first appointed, three 
shail hold office for a term of three years, three shall hold office for a term of 
two years, and three shall hold office for a term of one year, as designated by the 
Surgeon General at the time of appointment. None of such twelve members shall 
be eligible for reappointment until a year has elapsed since the end of his 
preceding term. 

Sec. 12. The National Health Services Facilities Council shall advise, consult 
with, and make recommendations to the Surgeon General on matters relating 
to the operation of this program. The Surgeon General is authorized to utilize 
the services of any member or members of the Council in connection with mat- 
ters related to the operation of this program for such periods, in addition to 
conference periods, as he may determine. 

Sec. 13. Members of the National Health Services Facilities Council and mem- 
bers of other national advisory councils established under this Act, other than 
ex officio members, while attending conferences or meetings of their respective 
councils or while otherwise serving at the request of the Surgeon General, shall 
be entitled to receive compensation at a rate to be fixed by the Administrator, but 
not exceeding $50 per diem, and shall also be entitled to receive an allowance for 
actual and necessary traveling and subsistence expenses while so serving away 
from their place of residence. 


(The following reports are made a part of the record :) 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, 
March 19, 1954. 


Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 

Dear Mr. CHARMAN: This letter is in response to your request for a report 
on S. 1052, a bill to assist voluntary nonprofit associations offering prepaid 
health service programs to secure necessary facilities and equipment through 
long-term, interest-bearing loans. 
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The bill would authorize the Surgeon General of the Public Health Service to 
make loans to nonprofit health associations for part or all of the cost of acquisi- 
tion, construction, and equipping of facilities incident to the operation of their 
health service pregrams. Appropriations to carry out these purposes would be 
authorized for 5 fiscal years beginning with the fiscal year ending June 30, 1951 
(presumably these dates would be changed to begin with the fiscal year ending 
June £0, 1955). For each of the first 2 years of these 5 fiscal years the authorized 
appropriation would be $5 million, and for each of the remaining 3 years, $10 
million. 

To qualify for a loan, the applying association would have to be nonprofit and 
would have to submit to the Surgeon General satisfactory evidence to show that 
(a) there was sufficient local interest in and financial support for successful 
operation; (0) the proposed organizational structure gave entire control of the 
practice of medicine and dentistry to licensed members of those professions ; 
(c) the general administration of the plan was controlled by its beneficiary mem- 
bers, or in case of plans still in the initial stage, the plan provided for administra- 
tive control by its beneficiary members “within a reasonable period of time’; 
(d) methods of compensation would be on a basis “mutually satisfactory” to 
participating physicians and to the governing board; (e) participation in the 
plan by members and physicians would be voluntary; and, (/) in cases of 
emergency, the plan would render service to any resident of the community, 
whether member or not, and that the facilities and services would be available 
to nonmember residents and nonparticipating physicians of the area at such 
times as would not interfere with services to the members, for which use and 
services the plan would be entitled to require fair compensation. 

The Surgeon General would be directed to formulate standards for determin- 
ing the eligibility of applicants and for the making of loans. Loans would be 
made in sufficient amount to cover the total cost of facilities and equipment, if 
desired by the applicant. All loans would be at not more than 2 percent per 
annum on the unpaid balances, and would carry an amortization period of not 
less than 25 years with provision for earlier repayment if the borrower desired. 
Priorities for making loans to eligible applicants would be in accordance with a 
formula developed by the Surgeon General which would include, among other 
factors, consideration of the degree to which the plan provided for “comprehen- 
sive medical care and group-practice bases including preventive as well as cura- 
tive treatment,” soundness of the method of repayment, and the interest and 
participation in and need for the plan in the locality. 

In addition to its provisions relating to loans, the bill would also authorize 
the Surgeon General to provide technical assistance, on request, to groups 
operating or contemplating the organizition of health service plans. 

The Surgeon General would carry out his functions under the supervision and 
direction of the Federal Security Administrator (now the Secretary of Health, 
Education, and Welfare). He would also be directed to appoint a 14-member 
National Health Services Facilities Council, which would advise the Surgeon 
General and make recommendations on matters relating to the operation of 
the program. The Council would include ex officio representatives of the 
Departments of Agriculture and Labor and 12 appointed members: 3 to be 
representative of medical service plans, 3 to be representative of national farm 
organizations, 38 to be representative of national labor organizations, and 3 to 
be representative of the medical, dental, and nursing professions. 

While the short title, “Health Service Facilities Act,” as well as other pro- 
visions of the bill, place emphasis on facilities, it would appear that the primary 
objective of the bill is not the provision of additional facilities, as such, but 
rather the encouragement of nonprofit health plans providing comprehensive 
health services on a prepayment basis. In fact eligibility for loans would be 
limited to those plans which are generally classified as consumer cooperative 
associations. 

This Department is in agreement with the general objective of stimulating 
the establishment and expansion of voluntary prepayment health plans pro- 
viding comprehensive health services. We believe that such plans offer one of 
the most promising approaches to the extension of adequate medical care to a 
majority of our people at costs which they can afford to pay. However, for 
the reasons set forth below, we do not regard the bill as a desirable means of 
achieving this objective. 

First, we doubt the wisdum or propriety of limiting Federal aid to consumer 
cooperative health plans. While such groups play a valuable role in the organi- 
zation of health services, health service plans organized on other bases may 





& 
J 
_ 
£ 
> 
& 
' 


A Nidan Acie ea Arita 


PS et ALT 


PRESIDENT’S HEALTH RECOMMENDATIONS 15 


be equally useful, and we believe that such a limitation would not be in the 
national interest. 

Second, we have serious reservations with regard to the establishment of a 
direct loan service administered solely by the tederal Government. We are 
not necessarily opposed in principle to Federal participation in the provision of 
capital construction loans, but we are not convinced that direct Federal loans 
in this area are the best means of achieving the objective. 

Third, we are opposed to the authorization of 100 percent loans, as embodied 
in the provision permitting “loans in sufficient amount to cover the total cost 
of facilities and equipment if desired by the applicant.” We believe that the 
borrower should have a substantial financial investment in the facilities. 

Fourth, we question the terms of the proposed loans, since they would involve 
a partial Federal subsidy to the borrowers. The 2 percent interest rate is 
lower than that which the Federal Government must pay on its own borrowing 
transactions. Furthermore any losses resulting from defaults on loans would 
be an additional cost to the Federal Government. Finally, none of the admin- 
istrative costs incurred by the Federal Government in carrying out the provi- 
sions of the bill would be covered by the interest rate charged. 

Federal subsidization of medical care plans involves, in our opinion, such major 
questions of public policy and precedent that it should be either avoided alto- 
gether or, at most, limited to those situations in which there is a particular 
Federal interest or where no other alternative is available. We do not believe 
that such a determination can be made at this time, either with respect to vol- 
untary prepayment health plans as a whole or with particular reference to those 
plans which are operated on a consumer cooperative basis. 

Fifth, it should be noted that the bill contains no provisions regarding the 
securing of loans or the policies and procedures to be applied in the event that 
capital or interest payments are in default. These matters would appear to be 
too important to be left entirely to administrative regulations. 

Sixth, we believe that the provisions relating to the composition of the Council 
place unnecessary emphasis on the “representative” role of the 12 appointed 
members. Although we would favor a Council that is broadly representative of 
both consumer and professional interests and viewpoints, we doubt the wisdom 
of identifying each of the members as a representative of one particular interest 
group. Furthermore, we believe that the inclusion of some general public mem- 
bers is desirable in an advisory body of this character. 

For the reasons indicated above, we recommend that the bill not be enacted by 
the Congress. 

The Bureau of the Budget advises that it perceives no objection to the submis- 
sion of this report to your committee. 

Sincerely yours, 
Oveta Cutp Hospy, Secretary. 





EXECUTIVE OFFICE OF THE PRESIDENT, 
SUREAU OF THE BUDGET, 
Washington 25, D. C., March 19, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, 42 Capitol, 
Washington 25, D. C. 

My Deark Mr. CHAIRMAN: This will acknowledge your letter of February 21, 
1953, requesting the views of the Bureau of the Budget on S. 1052, a bill to assist 
voluntary nonprofit associations offering prepaid heaith-service programs to 
secure necessary facilities and equipment through long-term, interest-bearing 
loans. 

This bill would provide for making loans for part or all of the cost of acquisi- 
tion, construction, and equipping of health-service facilities incident to the oper- 
ation of a health-service program by nonprofit associations. Applicants for 
loans would be required to submit to the Surgeon General, Public Health Service, 
satisfactory evidence attesting to certain conditions of operation and organ’za- 
tion. Under the bill loans could be made sufficient to cover total costs of facil- 
ities and equipment. Provision would be made to amortize loans in not less 
than 25 years with provision for earlier repayment option. Interest would be 
at a rate of not to exceed 2 percent per annum. Priorities for making of loans 
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to eligible applicants would be determined in accordance with a formula to be 
developed by the Surgeon General with advice and consent of the Health Serv- 
ices Facilities Council, provided for by section 11 of the bill. 

The objectives of the bill are commendable. The establishment and expan- 
sion of voluntary prepayment health plans providing comprehensive health 
services are certainly desirable. The administration, however, has proposed 
measures which should go a long way to encourage this development. The 
enactment of the legislation recommended by the President to expand and im- 
prove the hospital survey and construction program would provide for grants to 
States, on a cost-sharing basis, for the construction and equipping of general 
and special type hospitals, rehabilitation centers, diagnostic and treatment 
centers, and nursing homes. The Health Service Prepayment Plan Reinsurance 
Act, proposed by the administration, would stimulate private initiative in mak- 
ing comprehensive health services generally available on reasonable terms. The 
desirability of Federal encouragement is recognized by these proposals. 

In our view, the administration’s proposals as outlined above provide a con- 
structive approach to the problem of promoting expansion of voluntary prepay- 
ment health service plans. In the absence of a demonstrated need for direct 
Federal loans for facilities, we believe it unwise to initiate a direct loan service 
administered solely by the Federal Government. In this respect we agree with 
the report of the Department of Health, Education, and Welfare to your com- 
mittee on this bill. 

Accordingly, the Bureau of the Budget recommends against the enactment of 
S. 1052 

Sincerely yours, 
DonaLp R. BELCHER, 
Assistant Director. 


Senator Purtexi. In order that the hearings may be completed 
»yromptly, it will be necessary to limit the time of those appearing 
ee the committee, and it is requested that all witnesses present 
the substance of their testimony in concise form. Insofar as practica- 
ble, efforts will be made to schedule witnesses so that their testimony 
may be received during one appearance before the committee, in order 
to avoid the necessity of reappearances as the hearings move on to 
the different subjects. 

In general, it is proposed to hear witnesses on the hospital survey 
and construction program this week. The bills before the committee 
on this matter are S. 2758; H. R. 8149, the companion bill which 
passed the House last week; and S. 1052. The committee does not 
expect to sit in these hearings during the week of March 22. The 
reason for that is that, as the chairman of the full committee knows, 
we will then be deliberating on the Taft-Hartley in executive session. 

It is proposed to hear witnesses on the matter of public health 
grant-in-aid formulas on Monday, March 29, 1954. The bill presentl 
before the committee on this subject is S. 2778. On Tuesday, Mare 
30, the committee will take up vocational rehabilitation with the tes- 
timony of that day to be given by administration witnesses. We 
hope that they will be able to plan presently being with us on the 
29th, also. 

During the week beginning April 5, it is proposed to complete the 
hearings on vocational rehabilitation. 

In addition to the President’s recommendation on this subject, as 
embodied in S. 2759, testimony will be received on the following bills 
which have been referred to the committee: S. 2436, S. 2487, and 
S. 2570. 

Finally, it is proposed to take up health insurance proposals be- 
ginning Tuesday, April 13, and continuing through April 23. The 
bill embodying the President’s recommendation on this matter is 
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S. 3114, and testimony will be received also on S. 93 and S. 1153 
which are before the committee. 

As I have indicated, the committee is primarily concerned this 
morning with the hospital survey and construction program. 

On behalf of the committee, I am most happy to welcome here this 
morning our first witness in this series of hearings, the Secretary of 
Health, Education, and Welfare, Mrs. Oveta Culp Hobby. Iam going 
to ask Mrs. Hobby to proceed in her own way in giving her testimony 
on the hospital survey and construction program. Prior to that, how- 
ever, I am sure this committee will be pleased to have any general 
prefatory remarks Mrs. Hobby may care to make on this whole subject. 

In view of its importance as background for these hearings, I also 
submit for the incorporation in the record at this point the Presi- 
dent’s health message. 

(The message referred to is as follows :) 


[H. Doe. 298, 83d Cong., 2d sess.] 
HEALTH OF THE AMERICAN PEOPLE 


MESSAGE FROM THE PRESIDENT OF THE UNITEp STATES TRANSMITTING RECOM- 
MENDATIONS TO IMPROVE THE HEALTH OF THE AMERICAN PEOPLE 


To the Congress of the United States: 


I submit herewith for the consideration of the Congress recommendations to 
improve the health of the American people. 

Among the concerns of our Government for the human problems of our citi- 
zens, the subject of health ranks high. For only as our citizens enjoy good physi- 
eal and mental health can they win for themselves the satisfaction of a fully 
productive, useful life. 

THE HEALTH PROBLEM 


The progress of our people toward better health bas been rapid. Fifty years 
ago their average life span was 49 years; today it is 68 years. In 1900 there 
were 676 deaths from infectious diseases for every 100,000 of our people; now 
there are 66. Between 1916 and 1950, maternal deaths per 100,000 live births 
dropped from 622 to 883. In 1916, 10 percent of the babies born in this country 
died before their first birthday; today, less than 3 percent die in their first year. 

This rapid progress toward better health has been the result of many particu- 
lar efforts, and of one general effort. The general effort is the partnership and 
teamwork of private physicians and dentists and of those engaged in public 
health, with research scientists, sanitary engineers, the nursing profession, and 
many auxiliary professions related to health protection and care in illness. To 
all these dedicated people America owes most of the recent progress toward 
better health. 

Yet, much remains to be done. Approximately 224,000 of our people died of 
eancer last year. This means that cancer will claim the lives of 25 million 
of our 160 million people unless the present cancer mortality rate is lowered. 
Diseases of the heart and blood vessels alone now take over 817,000 lives annually. 
Over 7 million Americans are estimated to suffer from arthritis and rheumatic 
diseases. Twenty-two thousand lose their sight each year. Diabetes annually 
adds 100,000 to its roll of sufferers. Two million of our fellow citizens now 
handicapped by physical disabilities could be, but are not, rehabilitated to lead 
full and productive lives. Ten million among our people will at some time in 
their lives be hospitalized with mental illness. 

There exist in our Nation the knowledge and skill to reduce these figures, to 
give us all still greater health protection and still longer life. But this knowl- 
edge and skill are not always available to all our people where and when 
they are needed. Two of the key problems in the field of health today are the 
distribution of medical facilities and the costs of medical care. 

Not all Americans can enjoy the best in medical care—because not always are 
the requisite facilities and professional personnel so distributed as to be avail- 
able to them, particularly in our poorer communities and rural sections. There 
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are, for example, 159 practicing physicians for every 100,000 of the civilian 
population in the Northeast United States. This is to be contrasted with 126 
physicians in the West, 116 in the North Central area, and 92 in the South. There 
are, for another example, only 4 or 5 hosp:tal beds for each 1,000 people in some 
States, as compared with 10 or 11 in others. 

Even where the best in medical care is available, its costs are often a serious 
burden. Major, long-term illness can become a financial catastrophe for a normal 
American family. Ten percent of American families are spending today more 
than $500 a year for medical care. Of our people reporting incomes under 
$3,000, about 6 percent spend almost a fifth of their gross income for medical 
and dental care. The total private medical bill of the Nation now exceeds $9 
billion a year—an average of nearly $200 a family—and it is rising. This illus- 
trates the seriousness of the problem of medical costs. 

We must, therefore, take further action on the problems of distribution of 
medica! facilities and the costs of medical care, but we must be careful and 
farsig ited in the action that we take. Freedom, consent, and individual respon- 
sibility are fundamental to our system. In the field of medical care, th's means 
that the traditional relationship of the physician and his patient, and the right 
of the individual to elect freely the manner of his care in illness, must be pre- 
served. 

In adhering to this principle, and rejecting the socialization of medicine, we 
can still confidently commit ourselves to certain national health goals. 

One such goal is that the means for achieving good health should be accessible 
to all. <A person’s location, occupation, age, race, creed, or financial status 
should not bar him from enjoying this access. 

Second, the results of our vast scient'fic research, which is constantly ad- 
vancing our knowledge of better health protection and better care in illness, 
should be broad'y applied for the benefit of every citizen. There must be the 
fullest cooperation among the individual citizen, his personal physician, the 
research scientists, the schools of professional education, and our private and 
public institutions and services—local, State, and Federal. 

The specific recommendations which follow are designed to bring us closer 
to these goals. 


Continuation of present Federal programs 

In my budget message, appropriations will be requested to carry on during 
the coming fiscal year the health and related programs of the newly established 
Department of Health, Education, and Welfare. 

These programs should be continued because of their past success and their 
present and future usefulness. The Public Health Service, for example, has 
had a conspicuous share in the prevention of disease through its efforts to 
control health hazards on the farm, in industry, and in the home. Thirty years 
ago the Public Health Service first recommended a standard milk sanitation 
ordinance; by last year this ordinance had been voluntarily adopted by 1,558 
municipalities with a total population of 70 million people. Almost 20 years 
ago the Public Health Service first recommended restaurant sanitation ordi- 
nances: today 685 municipalities and 347 counties, with a total population of 
90 million people, have such ordinances. The purification of drinking water 
and the pasteurization of milk have prevented countless epidemics and saved 
thousands of lives. These and similar field projects of the Public Health Serv- 
ice, such as technical assistance to the States, and industrial hygiene work, 
have great public valve and should be maintained. 

In addition, the Public Health Service should be strengthened in its research 
activities. Through its National Institutes of Health, it maintains a steady 
attack against cancer, mental illness, heart diseases, dental problems, arthritis 
and metabolic diseases, blindness, and problems in microbiology and neurology. 
The new sanitary envineering laboratory at Cincinnati, to be dedicated in 
April, will make possible a vigcrous attack on health problems associated with 
the rapid technological advances in industry and agriculture. In such direct 
research programs and in Public Health Service research grants to State and 
local governments and to private research institutions lies the hope of solving 
many of today’s perp'exing health problems. 

The activities of the Children’s Bureau and its assistance to the States for 
maternal and child health services are also of vital importance. The programs 
for children with such crippling diseases as epilepsy, cerebral palsy, congenital 
heart disease, and rheumatic fever should receive continued support. 
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Meeting the cost of medical care 


‘Lhe best way for most of our people to provide themselves the resources to 
obtain good medical care is to participate in voluntary health-insurance plans. 
During the past decade, private and nonprofit health insurance organizations 
have made striking progress in offering such plans. The most widely pur- 
chased type of health insurance, which is hospitalization insurance, already 
meets approximately 40 percent of all private expenditures for hospital care. 
This progress indicates that these voluntary organizations can reach many 
more people and provide better and broader benefits. They should be encour- 
aged and helped to do so. 

Better health insurance protection for more people can be provided. 

The Government need not and should not go into the insurance business to 
furnish the protection which private and nonprofit organizations do not now 
provide. But the Government can and should work with them to study and 
devise better insurance protection to meet the public need. 

I recommend the establishment of a limited Federal reinsurance service to 
encourage private and nonprofit health insurance organizations to offer broader 
health protection to more families. This service would reinsure the special 
additional risks involved in such broader protection. It can be launched with a 
sapital fund of $25 million provided by the Government, to be retired from 
reinsurance fees. 

New grant-in-aid approach 

My message on the state of the Union and my special message of January 14 
pointed out that Federal grants-in-aid have hitherto observed no uniform pattern. 
Response has been made first to one and then to another broad national need. 
In each of the grant-in-aid programs, including those dealing with health, child 
welfare, and rehabilitation of the disabled, a wide variety of complicated match- 
ing formulas have been used. Categorical grants have restricted funds to speci- 
fied purposes so that States often have too much money for some programs and 
not enough for others. 

This patchwork of complex formulas and categorical grants should be simpli- 
fied and improved. I propose a simplified formula for all of these basic grant-in- 
aid programs which applies a new concept of Federal particiation in State pro- 
grams. This formula permits the States to use greater initiative and take more 
responsibility in the administration of the programs. It makes Federal assis- 
tance more responsive to the needs of the States and their citizens. Under it, 
Federal support of these grant-in-aid programs is based on three general criteria : 

First, the States are aided in inverse proportion to their financial capacity. 
By relating Federal financial support to the degree of need, we are applying 
the proven and sound furmula adopted by the Congress in the Hospital Survey 
and Construction Act. 

Second, the States are also helped, in proportion to their population, to extend 
and improve the health and welfare services provided by the grant-in-aid pro- 
grams. 

Third, a portion of the Federal assistance is set aside for the support of unique 
projects of regional or national significance which give promise of new and better 
ways of serving the human needs of our citizens. 

Two of these grant-in-aid programs warrant the following further recom- 
mendations. 


Rehabilitation of the disabled 


Working with only a small portion of the disabled among our people, Federal 
and State Governments and voluntary organizations and institutions kave proved 
the advantage to our Nation of restoring handicapped persons to full and pro- 
ductive lives. 

When our State-Federal program of vocational rehabilitation began in 1920, 
the services rendered were limited largely to vocational counseling, training, and 
job placement. Since then advancing techniques in the medical and social aspects 
of rehabilitation have been incorporated into that program. 

There are now 2 million disabied persons who could be rehabilitated and thus 
returned to productive work. Under the present rehabilitation program only 
60,000 of these disabled individuals are returned each year to full and productive 
lives. Meanwhile, 250,000 of our people are annually disabled. Therefore, we 
are losing ground at a distressing rate. The number of disabled who enter pro- 
ductive employment each year can be increased if the facilities, personnel, and 
financial support for their rehabilitation are made adequate to the need. 
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Considerations of both humanity and national self-interest demand that steps 
be taken now to improve this situation. Today, for example, we are spending 
three times as much in public assistance to care for nonproductive disabled 
people as it would cost to make them self-sufficient and taxpaying members of 
their communities, Rehabilitated persons as a group pay back in Federal income 
taxes many times the cost of their rehabilitation. 

There are no statistics to portray the full depth and meaning in human terms 
of the rehabilitation program, but clearly it is a program that builds a stronger 
America. 

We should provide for a progressive expansion of our rehabilitation resources, 
and we should act now so that a sound foundation may be established in 1955. 
My forthcoming budget message will reflect this objective. Our goal in 1955 
is to restore 70,000 disabled persons to productive lives. This is an increase 
of 10,000 over the number rehabilitated in 1953. Our goal for 1956 should be 
100,000 rehabilitated persons, or 40,000 persons more than those restored in 
1953. In 1956, also, the States should begin to contribute from their own funds 
to the cost of rehabilitating these additional persons. By 1959, with gradually 
increasing State participation to the point of equal sharing with the Federal 
Government, we should reach the goal of 200,000 rehabilitated persons each year. 

In order to achieve this goal we must extend greater assistance to the States. 
We should do so, however, in a way which will equitably and gradually transfer 
increasing responsibility to the States. A program of grants should be under- 
taken to provide, under State auspices, specialized training for the professional 
personnel necessary to carry out the expanded program and to foster that 
research which will advance our knowledge of the ways of overcoming handi- 
capping conditions. We should also provide, under State auspices, clinical facil- 
ities for rehabilitative services in hospitals and other appropriate treatment 
centers. In addition, we should encourage State and local initiative in the 
development of community rehabilitation centers and special workshops. for 
the disabled. 

With such a program the Nation could, during the next 5 years, return a 
total of 660,000 of our disabled people to places of full responsibility as actively 
working citizens. 


Construction of medical-care facilities 

The modern hospital—in caring for the sick, in research, and in professional 
educational programs—is indispensable to good medical care. New hospital 
construction continues to lag behind the need. The total number of acceptable 
beds in this Nation in all categories of non-Federal hospital services is now 
about 1,060,000. Based on studies conducted by State hospital authorities, the 
need for additional hospital beds of all types—chronic disease, mental, tubercu- 
losis, as well as general—is conservatively estimated at more than 500,000. 

A program of matching State and local tax funds and private funds in the 
construction of both public and voluntary nonprofit hospitals where these are 
most needed is therefore essential. 

Since 1946, nearly $600 million in Federal funds have been allocated to almost 
2.200 hospital projects in the States and Territories. This sum has been matched 
by over $1% billion of State and local funds. Projects already completed or 
under construction on December 31, 1953, will add to our national resources 
106,000 hospital beds and 464 public health centers. The largest proportion of 
Federal funds has been and is being spent in low-income and rural areas where 
the need for hospital beds is greatest and where the local means for providing 
them are smallest. This federally stimulated accomplishment has by no means 
retarded the building of hospitals without Federal aid. Construction costing 
in excess of $1 billion has been completed in the last 6 years without such aid. 

Hospital construction, however, meets only part of the urgent need for medical 
facilities. 

Not all illness need be treated in elaborate general hospital facilities, costly 
to construct and costly to operate. Certain nonacute illness conditions, includ- 
ing those of our hospitalized aged people, requiring institutional bed care can 
be handled in facilities more economical to. build and operate than a general 
hospital, with its diagnostic, surgical, and treatment equipment and its full 
staff of professional personnel. Today beds in our hospitals for the chronically 
ill take care of only 1 out of every 6 persons suffering from such long-term 
illnesses as cancer, arthritis, and heart disease. The inadequacy of facilities 
and services to cope with such illnesses is disturbing. Moreover, if there were 
more nursing and convalescent home facilities, beds in general hospitals would 
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be released for the care of the acutely ill. This would also help to relieve some 
of the serious problems created by the present short supply of trained nurses. 

Physical rehabilitation services for our disabled people can best be given in 
hospitals or other facilities especially equipped for the purpose. Many thousands 
of people remain disabled today because of the lack of such facilities and 
services. 

Many illnesses, to be sure, can be cared for outside of any institution. For such 
illnesses a far less costly approach to good medical care than hospitalization 
would be to provide diagnostic and treatment facilities for the ambulatory 
patient. The provision of such facilities, particularly in rural areas and small 
isolated communities, will attract physicians to the sparsely settled sections 
where they are urgently needed. 

I recommend, therefore, that the Hospital Survey and Construction Act be 
amended as necessary to authorize the several types of urgently needed medical 
eare facilities which I have described. They will be less costly to build than 
general hospitals and will lessen hte burden on them. 

I present four proposals to expand or extend the present program: 

(1) Added assistance in the construction of nonprofit hospitals for the 
care of the chronically ill. These would be of a type more economical to 
build and operate than general hospitals. 

(2) Assistance in the construction of nonprofit medically supervised nurs- 
ing and convalescent homes. 

(3) Assistance in the construction of nonprofit rehabilitation facilities 
for the disabled. 

(4) Assistance in the construction of nonprofit diagnostic or treatment 
centers for ambulatory patients. 

Finally, I recommend that, in order to provide a sound basis for Federal assist- 
ance in such an expanded program, special funds be made available to the States 
to help pay for surveys of their needs. This is the procedure that the Congress 
wisely required in connection with Federal assistance in the construction of 
hospitals under the original act. We should also continue to observe the prin- 
= of State and local determination of their needs without Federal inter- 
erence. 

These recommendations are needed forward steps in the development of a sound 
program for improving the health of our people. No nation and no administra- 
tion can ever afford to be complacent about the health of its citizens. While 
continuing to reject Government regimentation of medicine, we shall with vigor 
and imagination continuously search out by appropriate means, recommend, and 
put into effect new methods of achieving better health for all of our people. We 
shall not relax in the struggle against disease. The health of our people is the 
very essence of our vitality, our strength, and our progress as a nation. 

I urge that the Congress give early and favorable consideration to the recom- 
mendations I have herein submitted. 

Dwicut D. EIsENHOWER. 

THE Wuite Hovuss, January 18, 1954. 


Senator Purreti. Mrs. Hobby, we will be pleased to have you 
proceed. 

Mrs. Hossy. Thank you, sir. 

Mr. Chairman, before proceeding with my prepared statement, I 
should like to introduce and identify for the record several officials 
of the Department who are here with me this morning. 

First may I present Mr. Nelson Rockefeller, Under Secretary of 
the Department, and Mr. Roswell B. Perkins, Assistant Secretary 
of the Department. Dr. Scheele, Surgeon General of the Public 
Health Service and Mr. Arthur Kimball, Acting Deputy Director of 
the Office of Vocational Rehabilitation, will participate in the pres- 
entation of our prepared statement. Also present to assist in answer- 
ing technical questions on the provisions of the bill are Dr. John W. 
Cronin, Chief, Division of Hospital Facilities of the Public Health 
Service, and Miss Mary Switzer, Director of the Office of Vocational 
Rehabilitation. 
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Mrs. Hossy. Mr. Chairman and members of the committee, I ap- 
preciate the privilege of appearing before you today in support of 
S. 2758, which was introduced by the chairman of your committee to 
implement one of President Eisenhower’s principal recommendations 
for progressive health legislation. This bill relates to the construction 
of hospitals and related health facilities. Our testimony will also 
encompass the provisions of H. R. 8149, a bill passed by the House 
last week which is identical in most respects. 

As your subcommittee chairman has indicated, the legislation you 
are considering this morning is part of an integrated health program 
proposed by the President in his special message to the Congress 
of January 18. The schedule of hearings arranged by your sub- 
committee will provide an excellent opportunity for thorough con- 
sideration of each proposal contained in the President’s program. 

The recommendation that the Hospital Survey and Construction 
Act be broadened is the first of these proposals which you have selected 
for discussion. The hospital survey and construction program, gen- 
erally known as the Hill-Burton program, is one of the most success- 
ful health programs ever undertaken by the Federal Government in 
cooperation with the States. A large measure of credit for its suecess 
belong to your committee, which played such a prominent role in the 
enactment of the original Hospital Survey and Construction Act in 
1946. The soundness of the program was reaffirmed by the Congress 
in 1949 when it expanded the program and in 1953 when it extended 
its duration through the fiscal year 1957. 

The essential features of the Hospital Survey and Construction Act 
are well known to your committee. Briefly, the law provides that 
each State and Territory, as a prerequisite to obtaining Federal aid, 
shall prepare and keep current a survey of its existing hospitals and 
public health centers and of its needs for additional facilities. On the 
basis of this survey, the State develops a plan, or program, for addi- 
tional construction where it is most urgently needed. 

Out of such sums as are appropriated annually by the Congress, 
allotments are made to the States and Territories to assist in the con- 
struction of hospitals in four major categories—general, mental, 
chronic disease, and tuberculosis—as well as for public health centers. 

Progress under the program to date has indeed been very satisfying. 
We can now report that 2,200 projects have been approved, utilizing 
$600 million of Federal funds and $114 billion of State and local 
moneys. <A total of 106,000 hospital beds, 446 public health centers, 
and many related health projects, such as nurses’ training facilities 
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and laboratories, are being added to our health resources. Neverthe- 
less, there still remains much to be done. 

Our greatest need today lies in the area of facilities for the chroni- 
ally ill. By far the greatest percentage of construction under the 
program thus far has been in the general hospital category. As a 
consequence there has been a national net gain in the number of 
acceptable general hospital beds since 1948, when construction under 
the program commenced. During this same period, however, there 
has been a net loss in the number of acceptable hospital beds for the 
care of patients with chronic diseases, inoieidine cancer, arthritis and 
heart disease. Thus, as valuable as the present program is, it has not, 
to date, provided a balanced answer to our Nation’s needs for hospital 
and health facilities. 

Before turning to the provisions of S. 2758, Mr. Chairman, I should 
like to ask Dr. Scheele to present some additional background infor- 
mation in graphic form. 

Senator PurreLy. We will be very happy to have Dr. Scheele do so, 

I think, Mrs. Secretary, that it 1s auspicious that we are starting 
these hearings on St. Patrick’s Day. If we can do as well with heal- 
ing programs as St. Patrick is reported to have done with the snakes, 
we will have accomplished a great deal. 

Senator Hitt. Do you have a magic wand? 

Mrs. Hossy. This one works today, Senator. 

Dr. Scneete. Mr. Chairman, members of the committee, Mrs. Sec- 
retary: Mrs. Hobby has described to you some of the accomplishments 
of the program under the Hill-Burton Act to date. She has referred 
to the construction or approval of projects for adding 106,000 beds to 
our Nation’s bed supply as a whole. 

This chart A shows how these beds break down into the 4 principal 
vategories provided for in the original act : 86,000 of them are general 
medical and surgical beds; 11,000 are mental beds; 3,000 are chronic 
beds; and 6,000 are tuberculosis beds. 

The Secretary has referred to another part of the program, namely, 
the assistance in construction of 446 public health centers. In addi- 
tion, the act authorized, and there have been constructed, many facil- 
ities related to hospitals, such as diagnostic centers, nurseries for 
premature infants, and training facilities for nurses. 

In addition, a number of State health department laboratories have 
been aided. 

Now, the next chart (B) projects the beds that have been built and 
will be built with assistance under this program, against the total need 
in the four categories mentioned. The green areas showing in these 
bars, and showing in tue following chart, represent the same beds that 
are shown here in the first chart. 

Here we see that we have this projection against the total need for 
beds. Total need is measured by the State in its survey, and these 
needs are based on formulas which are in the act, for example, 414 to 
51% beds in the general category, 5 per thousand in the mental health 
category, 2 per thousand in chronic disease category, and 21% times 
the average annual deaths in the State measured over a 5-year period, 
1940 to 1944, for figuring needs in the tuberculosis field. Also, the 
States investigate existing beds in the States to see if they are accept- 
able—that is, if they are in reasonably fireproof buildings; if they 








24 PRESIDENT’S HEALTH RECOMMENDATIONS 


have the at least minimum facilities that would entitle them to be 

‘alled useful hospital beds. If they meet those qualifications, then 
they are considered acceptable. 

So we have 516,000 beds in acceptable general hospitals, 86,000 
of which have been aided by this program; and an unmet need of 
approximately 200,000. 

In the field of mental beds, 438,000 acceptable beds and an unmet 
need of approximately 350,000. 

Chronic beds, 43,000 acceptable ; 240,000 unmet needs. 

Tuberculosis beds, 86.000 acceptable beds, and 40,000 unmet need. 

Senator GotpwaTer. Why is the ratio so much better in the tuber- 
culosis beds than it is in the rest? Is there something happening to 
that picture that has caused that to come about in the last several 
years ¢ 

Dr. Scuretr. We have had a very intensive campaign in our States 
and communities to find cases of tuberculosis and then to hospitalize 
those cases; so there has been a great amount of community planning 
to find cases, and since we are finding cases, to produce the facilities in 
which to house them. 

Senator Gotpwater. I was wondering if the new theory of treat- 
ment, that is, rest in the home, might change that picture some? 

Dr. Scueeie. It has not as yet. We still do not have sufficient 
knowledge on the value of home care, and treatment with the newer 
drugs, to put us in a position to say that we want to move away from 
continued construction of tuberculosis beds. 

Senator Gotpwarer. I am surprised to find that picture, frankly, 
because you know my State of Arizona probably has the highest tuber- 
culosis death rate in the country. We are not in that good shape out 
there. We are way short. 

Dr. Scurete. This is, of course, the national aggregate. The State 
of Connecticut, I understand, has now arrived at the point in its 
tuberculosis control program where they have no backlog of patients 
awaiting admission. There are many communities in your State, I 
believe, in which there is a long waiting list of people waiting for 
hospitalization. 

Senator Gotpwater. I am sure that no Arizonian in his right mind 
would want to move out of that State but if the State of Connecticut 
is in that good a condition 

Senator Purreiy. If he ever wants to settle in Connecticut and 
ever move out of there, even as a TB patient 

Senator Lenman. May I ask a question there, Doctor? Referring 
to your second chart, you show 516,000 acceptable beds in general 
hospitals. Does that include the 86 000 that were built under the 
Hospital Construction Act? 

Dr. Scurere. Yes, sir. 

Senator Lenman. Or is that exclusive ? 

Dr. Scursie. That is inclusive of the 86,000 which were aided with 
funds under this program. 

Senator Hiri. That leaves how many now needed ? 

Dr. Scureie. Approximately 200,000. 

Senator Hint. Hew many mental ? 

Dr. Scurete. Approximately 350,000. , 

Senator Lenman. Do those 11,000 mental beds refer to private hos- 
pitals or State hospitals? 

















sete te 


= meet cea 


PRESIDENT’S HEALTH RECOMMENDATIONS 25 


Dr. Scureie. These are primarily State hospitals, although I believe 
in the overall planning private beds are accounted for, but actually 
the ratios are very much on the side of public beds in this field. 

I might say at this point—and this is a bit of digression—that this 
projected mental health bed need is based on a concept of putting most 
mental health patients in a mental health institution of the ordinary 
type. Actually, the program that Mrs. Hobby is describing to you 
this morning would, I am sure, take some of the pressure off for some 
of these beds. Among these older people, there are some who have 
hardening of the arteries of their brain, who are senile, and a bit dis- 
oriented. Because of these conditions they are often committed by 
State courts or by voluntary commitment, family commitment, to 
regular mental institutions. Many of them could probably be cared 
for in less elaborate facilities, even in nursing homes if there were an 
adequate number. So that the projected need is, in a sense, a variable 
depending on the total spread of facilities that exists in any period of 
time. 

Senator Purreti. Does the number of acceptable beds that you have 
shown there, Doctor, make any allowance for the large number of 
existing beds for civilians in Federal hospitals including some 50,000 
beds in the Veterans’ Administration establishments ? 

Dr. Scureix. That is not included. One could lower these bars on 
the chart if one took the Veterans’ Administration beds into account. 

Senator Purret.. Ought we not to take that into consideration 
since you are using that as a base for determining the number of beds 
per thousand of population and they are part of the population ? 

Dr. Scurete. We could probably reduce the ratios that we are using 
by a small fraction and have a more accurate picture. I might point 
out, however, that we still have a need, and we would only take off a 
small portion of this bar if we aes the VA beds. 

Senator Hii. Doctor, you say about 200,000 general hospital beds 
are needed ; 350,000 mental. How many now in chronic? 

Dr. Scueete. Two hundred and forty thousand, approximately. 

Senator Hu. Two hundred and forty thousand, approximately, 
chronic. And how many tuberculosis? 

Dr. Scuee.e. In the tuberculosis field, approximately 40,000. 

Senator Hizz. Forty thousand. 

Dr. Scurete. In this next chart (D) we have projected these short- 
ages and accomplishments-in percentages as contrasted with numbers 
or thousands of beds in the former chart. Here we see the greatest 
unmet need, 88 percent, is in this field of chronic beds; 31 percent 
unmet in general beds; 48 percent mental, and 26 percent tuberculosis. 

Senator Purreiy., Are there any other questions the committee 
wishes to ask before those charts are taken down ¢ 

Proceed with the rest of the charts, if you will, Doctor. 

Dr. Scueete. It is interesting to project this shortage of chronic 
beds against some of the changes which are occurring in our 
population. 

For example (chart D), in 1900, when our national population was 
approximately 76 million, we had 3 million people (shown here in 
purple), 65 years of age and over. By 1950, our population had 
doubled to approximately 151 million. But our population age 65 
years of age and over had quadrupled to 12 million. During the 
same period of time, life expectancy had increased from 49 years to 
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68 years. We have tried in this next chart to show some of the chang- 
ing health picture. 

Senator Hiti. Doctor, how much of that, roughly speaking, is due 
to the fact that we save the lives of so many more infants today 
than we did? 

Dr. Scurete. You cannot give a percentage figure but it is a very 
large factor. 

Senator Hitt. The infants do not die today like they did. 

Dr. Scurrte. Many babies were lost in the early days of life be- 
cause of infant diarrhea and other infections whereas today, the 
average infant that is born has a chance to get up into this bar, which 
shows an expectancy of 68 years. 

This is a very simple chart (E) because we have chosen only four 
groups of diseases to show here so that the chart would not be too 
confusing. Infectious diseases have declined, as shown here by the 
reduction in the TB deaths, and the reduction in influenza and 
pneumonia deaths, both running in the neighborhood of 200 per 
100,000 in 1900 and dropping down to 25 or 35 in 1950. 

However, with the increasing life expectancy, with the reduction of 
these diseases which often kill in the earlier years of life (though 
influenza and pneumonia and TB kill in older years, too) we see 
more people coming into the age when chronic illnesses such as can- 
cer, cardiovascular diseases, begin to take their toll. Over this same 
period of time we see an increase in cancer deaths, and an increase 
in heart and cardiovascular deaths in very substantial amount. In 
the field of cardiovascular disease from approximately 340 per 100,000 
in 1900 up to about 510 or 520 in 1950. 

Senator Hiri. Do you think that increase is as precipitate as the 
chart would show, or the fact that old age, a lot of times people die 
of cancer, did die and it was not diagnosed. 

Dr. Scnretz. We never can say that our charts, our mortality data 
or morbidity or illness data, are completely accurate because there 
are missed cases. In cancer, generally speaking, in recent studies that 
have been done, show that death recording has been quite accurate. 
I suppose they have not been quite as accurate back in this period of 
time. In fact, there were instances in which States did not have com- 
plete registration of deaths in those early days. 

However, we feel quite sure of our data in the cancer field because we 
have been able to do incidence studies in a number of our major cities 
and have been able to do accurate studies of hospital data on patients 
and deaths in hospitals. Projecting those against the nationally col- 
lected data, leads us to believe that we have quite accurate figures; 
we haven’t had an increase in cancer of any given type except pos- 
sibly lung cancer. As far as we can tell, we have had an volen in- 
crease because of the changing age composition of our population. 

Senator Lenman. Is the increase in heart disease demonstrated in 
every age class or is it largely demonstrated in the higher age groups? 

Dr. Scueetz. It is demonstrated in the higher age groups to a 
greater extent. However, we do have deaths in all age groups, some- 
times from rheumatic heart disease which comes from infection. It 
is the great waster of children and may cause death, although anti- 
biotics and some of the other newer methods of treatment give us good 
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tools, if these chindren are found early, to help them survive and help 
them actually come out with very little heart damage. 

Senator Gotpwarer. Mr. Chairman, may I ask a question? 

Senator Purrety. We will be very happy to have you ask a ques- 
tion. 

Senator Goitpwarer. Getting back to the need in the tuberculosis 
field for beds, that need as you show it on the chart has been based 
on total of State needs, is that correct ? 

Dr. Scurete. That is correct. 

Senator Gotpwarer. Have you projected the need from this chronic 
disease rise chart against that total? I ask that question because it 
looks to me like the tuberculosis is approaching the controllable stage 
where we get it down to around zero, Have you taken that into con- 
sideration in the bed outlook ¢ 

Dr. Scueete. It is taken into consideration to this extent: The bill 
the committee is considering this morning is taking cognizance pri- 
marily of this increase in illness which require long- term hospitaliza- 
tion. In other words, the bill itself provides assistance in the area of 
our rising chronic disease problem. So that, to that extent, it is not 
deemphasizing the importance of completing the job in tuberculosis. 
On the other hand, it is adding new emphasis in these other areas. 
I might say that we do not have to wor ry about overbuilding our TB 
beds, because if we arrive at the point in our States where we have 
more than we need, these beds can be used as chronic disease beds 
generally. They are not lost. 

Senator Gotpwater. Are you going to do any revision in that field, 
just for the information of the committee, as I say, in the next few 
weeks, 

Dr. Scuretx. No, sir; we have no plans to do that. 

Senator Gotpwater. That is something I think you might do. It 
is a suggestion for not right now, but I think you should take into 
consideration the fact that tuberculosis is approaching a controllable 


situation. We might encourage the overdevelopment of tubercular 
beds. 


Dr. Scurrrz. I might point out—— 

Senator Gotpwatrr. It would be much easier when you do it, even 
move it is a little more expensive originally, it would be much 

sasier to develop beds that are really needed, in the really needed 
fields—I mean general hospital beds where I know the cost is far 
greater per bed, but it is a difficult thing to switch a tubercular sani- 
tarium over toa general hospital. 

I would not want to see us get way out on a limb where we might 
not need it in 5 to 10 years. 

Dr. Scurete. I should point out at this time that in the program 
the planning that is done is done by the States, the State hospital 
authorities, and they are cognizant of the overall changing pattern 
of requirements for hospitalization. I feel confident that without 
any urging on our part, we will continue to see some fall-off in interest 
in building additional tuberculosis beds because the States are not 
going to build them for care of patients who will be in most instances 
public charges, if they do not have to. They see their problem coin- 

46293—54—pt. 13 











28 PRESIDENT’S HEALTH RECOMMENDATIONS 


ing toward an end point; and all of our State institutions are using 
some of the newer drugs which are very valuable treatment adjuncts. 

I think the very thing that you have described as necessary is ac- 
tually happening in our States and will continue to happen. I do 
not believe that any, shall I say, change in the basic law is necessary 
to speed that up. I do not believe that any great effort on the part 
of the Public Health Service in terms of our contract with the States 
is necessary, either. I believe this will flow naturally from the tech- 
nical knowledge of our changing picture in tuberculosis. 

Senator Gotpwater. Thank you. 

Dr. Scurrtr. We are well aware of the fact that patients who are 
older, 65 years of age and over, require on the average twice as much 
hospital care, twice as many hospital days of care in a year, as those 
in ages under 65 years. One study (chart F) indicated that 2,051 
days were required by 1,000 persons 65 years of age and over—in 
other words, 2 days per person, while 1,045 days of hospitalization 
were required per 1,000 people under 65 years—in other words, 1 day 
per person. 

Senator Gotpwater. That is the average? 

Dr. Scurerr. That is the average. 

Senator Gotpwater. That is 1 day in the hospital ? 

Dr. Scurete. Average per person. Pottunately, most of us are not 
average, and wo do not have any days, and other unfortunates have 
5, 10, or 15 or more days. This is overall per thousand people. But 
it works out in simplest terms to 2 days, a little over 2 days if you 
are 65 or over, compared with 1 day if you are under 65. 

How, then, can we provide for more economical care for the older 
age group and others who require longer term care? 

In this chart (G) we have shown some of the national averages in 
cost per patient-day. Our general hospitals, which normally care for 
acute patients and short-term patients for periods under 30 days, ac- 
cording to the American Hospital Association study, cost approxi- 
mately $18.35 per day, compared with chronic beds for patients who 
are hospitalized longer than 30 days, where the national average case 
is running in the neighborhood of $6.36 per day. 

In nursing homes, we do not have average figures because there is 
a considerable spread in our data, and they are not complete; but in 
studies that have been done, we find that average daily patient costs 
are running between $2 and $8. 

So we see that through the provision of more chronic hospital beds, 
through the provision of more nursing home beds, we can provide 
a more economical method for the care of our long-term patients. 

Mrs. Horsy. Thank you, Dr. Scheele. 

Mr. Chairman, it seems to me that we can draw three conclusions 
from this information that Dr. Scheele has just presented. First, 
what has been done so far in improving and expanding our hospitals 
has been especially inadequate with respect to beds for the chronically 
ill. Second. our shortage of chronic beds is expensive, for it has led 
to the crowding of chronically ill patients into our general hospitals— 
which are the most costly to operate and which are needed for patients 
with acute conditions. Third, the relative demand for chronic facil- 
ities will continue to rise in the future because of our aging population. 
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A fourth conclusion, although not specifically illustrated in the 
charts themselves, is that the need for institutional bed care must be 
minimized by placing greater emphasis on preventive health services. 
Under the present program relatively little attention has been given 
to outpatient departments of hospitals and other centers for the diag- 
nosis and treatment of ambulatory patients—that is, those who do not 
require bed care. Such diagnostic and treatment clinics are essential 
if our communities are to one well-balanced medical services at a 
cost which they can afford. 

The bill you are now considering contains five major proposals, in 
accordance with the President’s recommendations, for achieving a 
better balanced program. 


1. SURVEY AND PLANNING 


Following the precedent of the original Hospital Survey and Con- 
struction Act, the bill authorizes an appropriation of $2 million, to 
remain available until expended, for grants to assist the States in 
surveying their existing facilities in the categories covered by the 
bill, and in developing revised State plans and construction programs. 
The minimum grant to any State for this purpose would be $25,000. 
Every State would be required to match these funds on a dollar-for- 
dollar basis. 

The importance of this survey and planning feature in assuring the 
sound investment of construction funds cannot be too strongly empha- 
sized. The surveys made under the original act have contributed 
greatly to the success of the program. For the first time in the 
Nation’s history each State and Territory undertook an orderly inven- 
tory and appraisal of its existing hospital and public health center 
facilities, and developed a comprehensive statewide plan for expand- 
ing and improving these facilities in accordance with the most urgent 
needs. These State plans will need to be revised to conform to the 
provisions of S. 2758 since 3 of the 4 construction categories covered 
by the bill are new or broadened. 


2. FACILITIES FOR THE CHRONICALLY ILL 


For each of the 3 remaining fiscal years of the present program, 
the bill would authorize appropriations of $20 million specifically 
earmarked for grants for construction of nonprofit hospitals for the 
chronically ill and impaired. In terms of program categories, this 

rovision is new only in emphasis, for such facilities are now author- 
ized under the present act. 

The purpose of this new emphasis is to stimulate and accelerate the 
construction of hospital beds for the increasing number of persons 
with long-term illnesses who require hospitalization, but who do not 
need care in facilities as expensive to construct and operate as the 
general hospital. 

While the language of the bill refers to “hospitals for the chronically 
ill and impaired,” it should not be inferred that these will always be 
institutions independent of general hospitals. On the contrary, it is 
probable that many of the units constructed with the aid of these 
grants will simply be wings or other structures related to a general 
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hospital. In one recent study of 2,600 general hospitals having 50 
or more beds, only 3 percent reported that they had special facilities 
or arrangements for chronic care. This pere entage must be increased 
markedly if we are to promote better bed utilization and operating 
economy. 

The third major proposal of S. 2758 is the authorization of $10 
million annually for grants for construction of nonprofit nursing 
homes in which patient care is under medical supervision. Nursing 
homes would constitute an entirely new program category, since aid 
for the construction of such facilities is not provided under the present 
program. 

This proposal represents an auxiliary approach to the provision of 
beds for patients with chronic illnesses and impairments. The bill 
defines a nursing home as— 

* * * a facility for the accommodation of convalescents or other persons who 
are not acutely ill and not in need of hospital care but who require skilled 
nursing care, and related medical services * * * 

From this definition it is clear that the bill would not encompass old- 
age homes or any other institution furnishing domiciliary care with- 
out the essential elements of skilled nursing or medical services. 

That the bill is confined to nonprofit nursing homes does not mean 
that nursing homes of this type are the only necessary or desirable 
ones. We are well aware that there are many thousands of proprie- 
tary nursing homes now in existence. It is not our intention to over- 
look or detract from the fine work being done by appropriately 
staffed and equipped proprietary nursing homes. They are render- 
ing the Nation a laudable service in caring for their patients. How- 
ever, there can be no doubt as to the need for additional high quality 
nursing homes. Here, as in the case of all other facilities covered by 
the present act and by the bill, it seems appropriate to limit eligibility 
for Federal construction funds to those which are sponsored by public 
or other nonprofit agencies or associations. Nothing in the bill would 
authorize or permit Federal ownership or operation of any nursing 
home. 

4. DIAGNOSTIC OR TREATMENT FACILITIES 


In addition to the authorization for the construction of facilities 
for inpatient care, the bill also authorizes $20 million annually for 
the construction of nonprofit diagnostic or treatment facilities. A 
diagnostic or treatment center is defined as one for the diagnosis or 
treatment, or both, of ambulatory patients. Because such facilities 
are designed to serve ambulatory or outpatients, and to emphasize 
prevention, they help to decrease the need for inpatient care. 

This type of facility enables medical specialists and technicians to 
work together as a team. It is a well-recognized fact that the team 
approach results in earlier diagnosis and better treatment for the 
patient. 

The full extent of the need for diagnostic and treatment centers is 
unknown, and will remain so until such time as the States have com- 

leted their surveys and have established measures of need. We do 

now that such diagnostic and treatment facilities as now exist are 
concentrated largely in metropolitan areas and are generally associated 
with large medical centers. 
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While many of the centers constructed under this provision of the 
bill would be component. parts of hospitals, others may be separate 
establishments. Indeed, communities which have no hospital at all 
could build and maintain modern diagnostic and treatment centers for 
their own citizens and for those of surrounding rural areas. 

This portion of the bill would broaden the existing act, because 
facilities for ambulatory patients are presently eligible only when 
they are component parts of a hospital—as in the case of an outpatient 
department. 

REHABILITATION FACILITIES 


The final item in this 5-point program is the authorization of $10 
million annually for grants for construction of nonprofit rehabilita- 
tion facilities. Because the objectives and background of this particu- 
lar proposal are somewhat different from the four I have already dis- 
cussed, I should like, with your permission, Mr. Chairman, to discuss 
this part of the proposed program at a later point in my testimony. 

At this time it may be helpful to have Dr. Scheele supplement, with 
the help of several charts, this explanation of the first four points 
of the bill. 

Senator Purret.. We would like very much for Dr. Scheele to use 
the charts. 

Dr. Scurete. Thank you, Mr. Chairman. 

The program Mrs. Hobby has described and the program projected 
in the bill the committee is considering would broaden the hospital 
survey and construction program (chart H) by providing for grants 
to the States for surveying and planning. In addition, it would pro- 
vide grants to aid in the construction of chronic-disease hospitals, 
nursing and convalescent homes, diagnostic and treatment facilities, 
and rehabilitation facilities, as she has said. 

Under the present Hill-Burton Act, shown here in green (chart I) 
are the several types of facilities which are now under construction : 
The tuberculosis beds, mental beds, general hospital beds, chronic- 
disease facilities, and ancillary facilities in general hospitals, includ- 
ing some rehabilitation facilities. 

The proposed program would expand and increase the emphasis in 
chronic-disease beds and would emphasize and aid in nursing and 
convalescent-home construction, diagnostic- and treatment-center 
construction, and rehabilitation-facility construction. 

The cost (chart J) of the program for the next 3 years, the remain- 
ing time that exists before the Hill-Burton Act expires, would include 
a one-time appropriation of $2 million for the State survey and plan- 
ning money. In addition, authorizations are provided for annual 
appropriations of $20 million for chronic-disease hospitals, $10 million 
for nursing and convalescent homes, $20 million for diagnostic and 
treatment facilities, and $10 million for rehabilitation facilities, thus 
making the annual additional authorization provided in the bill over 
the original act $60 million. 

Now, what could we expect to get for the expenditure of this type of 
funds? If the bill were passed and the Congress appropriated the 
full $20 million for chronic-disease bed assistance (Chart K), we 
would expect under the matching formula, and as a result of past ex- 
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perience, that there would be added to that amount $16 million in State 
and local matching funds, making $36 million for construction of 
chronic-disease we 

If this $36 million were to be expended for the construction of gen- 
eral beds, which run approximately $16,000 each, we would obtain ap- 
proximately 2,250 beds. However, to be spent for cheaper facilities, 
chronic-disease beds, which some studies show run in the neighborhood 
of $13,000 per bed, we would receive a larger number of beds; we could 
construct a larger number, namely, 2,770, contrasted with 2,250. 

I might say that this is a very conservative approach to the number 
of chronic-disease beds that we would get because the 13,000 figure is 
taken from some studies of separate chronic-disease hospitals. In 
those instances in which new chronic-disease beds would be built either 
as wings on existing hospitals, or as separate units, across the street 
from an existing general hospital, a large number of the ordinary hos- 
pital facilities that would be in separate distant facilities would not 
have to be built 

In other words, we could take the patient requiring acute care sud- 
denly across the street to the other building through the tunnel, or 
into the main part of the hospital. So that this is in a sense an out- 
side figure and one could anticipate that we would get even more than 
this for our money. 

In the field of nursing-home construction, if the full $10 million 
were appropriated, we would expect approximately $8 million of 
matching funds from State and local sources. The combined total 
of $18 million, then, used to construct general hospital beds at $16,000 
each, would give us approximately 1,125 beds. 

However, used to construct nursing homes, running in the neighbor- 
hood of $8,000 per bed, would provide 2,250 beds. As you see, a sub- 
stantially larger number. In fact, exactly twice as many as we could 
build if we were putting that same amount of money into general beds. 

This program in total, then, would provide emphasis on early diag- 
nosis and treatment. It would provide increasing emphasis on am- 
bulatory care. In addition, it would take cognizance of the economic 
problems of medical care by providing facilities, worthwhile facilities, 
for patients at lower cost than we have in providing general beds at 
the present time. In addition, it would provide facilities in which 
care could be given at lesser cost. 

And, as we pointed out earlier, it would free general beds that are 
now occupied by chronic-disease patients who could be taken care of 
in the other type facilities. 

Finally, as the Secretary has said, it would provide rehabilitation 
facilities. 

Senator Gotpwater. Mr. Chairman, you have got me a little con- 
fused. 

I think from my own ee with hospitals that your general 
per bed construction cost is low and your nursing home is high. Is it 
not true that general hospital construction has been running around 
$20,000 per bed ? 

Dr. Scueete. Because many of the hospitals built under the Hill- 
Burton program have been rural hospitals and have been small, 25-30- 
35-bed hospitals, the per bed cost for the general hospitals has been 
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in the neighborhod of $16,000. But your general observation is a good 
one. Possibly that $8,000 is a high figure for nursing-home beds. I 
believe the point that you are making, with which we can agree in a 
general way, is that we would get even more for our money, get less 
general beds per dollar if you were to spend these amounts for gen- 
eral beds and we would probably get more nursing homes. As I in- 
dicated, we would probably get more chronic-disease beds than are 
shown here. So this is the most conservative picture of what we would 
get for our money. 

Actually, we might get a great deal more as you point out. 

Senator Gotpwater. I am connected with 2 hospitals in my home 
town that have just completed construction under Hill-Burton funds, 
partly. In the general, it runs $22,000 and the tuberculosis, that ran 
$2,500 a bed. I cannot understand where there would be such a dif- 
ference between a nursing home and a tuberculosis sanitarium in that 
neither of them would be operated with certain specialized facilities, 
and so forth, except VA. I think your $8,000 is high and I am not be- 
ing critical of it, but I think you will find that as this program gets out 
to the people who build hospitals, that they may take a quick look at it 
and figure that we have not done a good job on figures back here. 

For my own information, I would like to have that studied a little 
bit to see if we are a little bit low on the top and high on the bottom. 

Mrs. Hospy. Senator, I think you are certainly right, being low on 
the top, because I think all of us around the table know of hospitals 
where we have spent far more than $16,000 a bed. I have had a recent 
experience where the cost was $27,000 a bed. So I am very sure that 
we are very low. But it depends on the type of hospital you are 
building. If you are building a hospital in connection with a large 
medical center, and where it is a teaching unit, it will be much more 
expensive to build than if you build a community hospital that is es- 
sentially a hospital without being related to a university as a teaching 
center or part of a medical center. That is where some of this very 
high cost comes. 

Now, those were the best figures that we had on nursing homes, but 
I must say I am inclined to agree with you. I think that is a high 
figure. I think they could be built for much less. 

Senator Gotpwater. I do think that the $16,000 is unrealistic. I 
cannot conceive of it, and I have been connected with small hospitals 
and big ones. I have yet to see a hosiptal to be built for $16,000 in the 
last 5 years. 

Dr. Scuerte. Dr. Cronin would like to amplify. 

Dr. Cronin. Senator Goldwater, $16,000 is the national average of 
the cost of general hospital beds under the Hill-Burton experience. 
Now, the non-Hill-Burton experience is essentially the same. I think 
the Secretary basically put her finger on the problem here. And that 
is, what are you building? Bed costs are tricky things to talk about. 
The best way to estimate construction is the square foot cost. Square 
foot costs on general hospitals today run about $20 a square foot. 

When you talk about bed costs, you can take two small hospitals of 
50 beds apiece. In one small hospital you have a diagnostic X-ray 
department. In the second small hospital you have a diagnostic 
X-ray department and a therapeutic X-ray machine. The bed cost is 
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figured on the total facilities in the hospital and if you had both the 
diagnostic X-ray and the therapeutic treatment X-ray (for skin dis- 
eases and so on), the bed cost in the latter hospital will be higher 
than the bed cost in the hospital without the therapeutic X-ray. So, 
when one discusses bed costs, one has to give a picture of comparable 
costs. It is very difficult to compare apples and oranges. You have 
to talk about the same thing. But according to all our statistics, and 
I can assure you there are ‘facts, $16,000 per bed cost is the national 
average for general hospitals today. 

The big, university medical school hospitals that have radio-active 
isotope facilities and the whole gamut of the instruments of precision 
and their complex equipment lists will run up much higher. They 
will run $22,000 to $25,000 per bed. The small community hospital 
of 35 beds may be down as low as, in some instances, $12,000 to $13,000 
a bed. But in the total computation of these figures if you lay it out 
on a chart, you see two clusters—there are two clumpings. There is 
a clumping on the upper range of figures around $20,000; that range 
may be $19,000 to $25,000 per bed. “We get another clumping down 
around $12,000 to $14,000 per bed. So $16,000 is the average between 
the two. And it is factual for the country today. 

Senator Gorpwater. I am not being critical of that except in this 
sense. I think it would be wrong for your organization and this 
committee of the Senate to encourage communities to construct hos- 
pitals on the idea that they might do it this cheap. 

There is another point to remember in this. We are taking the aver- 
age of Hill-Burton. Hill-Burton started before the ravages of infla- 
tion really got going on costs. For instance, in 1947 and 1948, per- 
foot building costs were as low, basic costs were as low as $6 and they 
are up to $10 and $11 now. By the same token, your hospital con- 
struction instead of being $20 in those days was probably $14 or $15, 
fixturized. So if I were going to start to build a hospital in my com- 
munity, I would not take $16,000 as being the amount. I recognize 
what you say is true, that a small hospital and a small community 
might possibly be built at that figure. I doubt it, even in a 35 or 50 
bed hospital today. 

I do not want to be picking faults with you. I would just like to be 
realistic on these things when we go to the public with it. We got 
caught on that. I was ‘chairman of a drive to raise $2 million to build 
a hospital that we have spent $5 million on that we have not finished 
yet. 

’ Mrs. Horry. I got caught the same way, Senator. 

Senator Purte.y. I am sure that the point you are making is a good 
one, Senator. 

Senator Gotpwarer. I wonder if we could get that study that you 
made just for our own information ? 

Mrs. Horpy. Make it available for the record ? 

Senator Gorpwater. Show the groupings, where we are getting this 
money. 

Senator Purrern. Just for Senator Goldwater’s information? 

Do you desire to have it in the record ? 

Senator Hix. It might be a good idea to have it in the record. 

Senator Purreii. We will receive it and it is ordered to be placed 
in the record. 
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(The information requested follows :) 


Average per bed project cost (adjusted to March 1954 cost index) * under the 
hospital survey and construction program 


| 
Average (Cost adjusted) Adjusted cost 


Fiscal year project cost to March as of March 
per bed 1954 1954 
$$ = - - — = | —_ | — —_ ——— —— 
| Percent 

1948___ | $13, 600 +27 $17, 300 
1949__. 12, 689 +24. 3 15, 800 
1950__. 13, 240 | +16. 5 15, 400 
1951__. 16, 676 +9.2 | 18, 200 
1952... : 16, 245 +5.2 | 17, 000 
1953_. 2 16, 726 +1. 46 17, 000 
Average adjusted bed cost as of March 1954. | Pecan ; Seal 16, 780 


1 Engineering News Record building cost index (1913= 100). 
2 To date. 
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Senator Lenman. In these diagnostic and treatment centers, is it 
yroposed to provide psychiatric treatment in the event that some- 
aly comes to them suffering from mental illness ? 

Dr. Scrrete. That would, of course, be optional with the commu- 
nity that built the diagnostic or treatment clinic. We would hope that 
these clinics would be staffed by groups of physicians who would 
represent a variety of specialties Modern care of patients requires 
psychiatric treatment in many cases, and in the ideal diagnostic 
and treatment clinic or center such service would probably be avail- 
able. 

Senator Purrentn. Are there any other questions, Senator Hill? 

Senator Hitz. Not at this point. I have some questions later, but 
not at this point. 

Senator Purreti. Thank you very much, Doctor. 

Mrs. Secretary, if you will proceed 

Mrs. Horsy. Mr. Chairman, from what you have just seen, I believe 
it is clear that the proposals described thus far in our presentation 
would provide better medical and hospital services to more people— 
with lower unit costs for construction, and with lower daily costs for 
patient care 

I would like to pause for a few minutes while the charts are changed 
before I proceed to the rehabilitation facilities. 

Senator Purreti. We will be very glad to have this rest period. 

We would like to compliment you on the excellence of your presenta- 
tion here. With your graphic charts, it helps us understand a very 
very difficult. problem. 

Mrs. Hosny. Thank you very much. 





5. REHABILITATION FACILITIES 


Having discussed the first four major proposals of 8. 2578, let us 
turn now to the fifth proposal—the construction of rehabilitation 
facilities. 

Rehabilitation is the process of restoring a physically handicapped 
person to the point where he can either take care of himself in the 

same, or even better, assume a position in productive employment. 
The latter is called vocational rehabilitation. 

As the President stated in his message of January 18 on the health 
needs of the Nation, considerations of both humanity and self-interest 
demand immediate measures for the expansion of our rehabilitation 
programs. While, as the President states, “there are no statistics to 
portray the full depth and meaning in human terms of the rehabilita- 
tion program,” nevertheless it also has a very practical dollars-and- 
cents meaning. Rehabilitation for self-care is an important step in re- 


lieving the economic burden on families and the own load in hos- 


pitals and nursing homes. Rehabilitation for employment has a direct 
effect in reducing governmental relief expenditures in those instances 
where disabled persons are receiving public assistance. Furthermore, 
as a group, disabled persons who have returned to work will, during 
their remaining work lives, more than repay the cost of their rehabili- 
tation through Federal income taxes. 
In the area of vocational rehabilitation, the President’s health mes- 
sage calls for a vastly expanded program—a goal of 200,000 rehabili- 
tants annually by 1959 as compared with the present 60 ,000. If these 
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goals are to be met, two major steps must be taken. First, our total 
rehabilitation facility capacity must be greatly enlarged, and, second, 
we must have more trained personnel and increased financial support 
for providing rehabilitation services. 

The bill we are now considering seeks to meet the first of these 
objectives. S. 2759, scheduled for consideration by your committee 
at a later date, is designed to achieve the second objective. 

The bill defines a “rehabilitation facility” as one which is— 
operated for the primary purpose of assisting in the rehabilitation of disable 
persons through an integrated program of medical, psychological, social, and 
vocational evaluation and services under competent professional supervis- 
an. 

Under the present act, rehabilitation facilities are eligible for Fed- 
eral construction aid only if they are part of a hospital. This bill 
would extend eligibility to include separate facilities. 

It should be noted that the rehabilitation facilities contemplated 
in the bill would be available to all disabled persons of the commu- 
nity—children, aged, and others—irrespective of whether they are 
being rehabilitated for employment. Thus, these facilities would 
not be limited to persons coming within the scope of the Federal- 
State vocational rehabilitation program. 

The legislative proposal before you includes rehabilitation facili- 
ties for the blind. Although the medical services required by the 
blind are often less extensive than those required by other disabled 
persons, the adjustment training conducted in these centers for the 
blind is a crucial part of their rehabilitation. 

The construction and planning of rehabilitation facilities is in the 
developmental stage. It is too early, therefore, to be precise in pre- 
senting the actual needs or the extent to which the $10 million author- 
ized in S. 2758 would meet these needs. The survey provided for in 
the bill will give us these facts. 

I will now ask Mr. Kimball to present charts showing the present 
status of our rehabilitation facilities and illustrating our proposal. 

Senator Purreit. We will be very happy to hear from Mr. Kimball. 

Mr. Kimpaun. Thank you. 

Mrs. Secretary, Mr. Chairman, members of the committee, this next 
series of charts is concerned with the fifth category of grants under 
this proposed legislation. That is, they would provide for the au- 
thorization of $10 million per year for 3 years for the construction 
of comprehensive rehabilitation facilities. 

As the Secretary has pointed out, in this particular field there is 
particular need for this survey and planning authorization because, 
today, there is not too much known eed the need for such facilities, 
that is, where they should be placed and the exact type of facility in 
each locality. 

The important fact to keep in mind in connection with the compre- 
hensive rehabilitation facilities is that they lessen the load on hospitals 
and other of the types of facilities which have been discussed earlier 
this morning. 

As the Secretary has pointed out, they are closely related to hospital 
and nursing facilities. 

It will be noted in this next chart that the comprehensive re- 
habilitation facility draws from the general hospitals, the chronic 
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disease hospitals, the nursing homes, and also lightens the load on 
diagnostic and treatment facilities. 

Now, comprehensive facilities may be located in a hospital or may 
be located in connection with voc ational schools or may be entirely 
separate depending on the need in the particular community, as the 
survey will develop. 

At the present time, in the comprehensive facilities which are now 
existing, approximately 50 percent of the persons being rehabilitated 
are returned to employment through the vocational rehabilitation pro- 
gram and approximately 50 percent are being returned to a status of 
at least self-care which in turn often releases some other member of 
the family to go out and be the breadwinner. 

Senator Purrett. Do you mean 49 percent, 50 percent, or 51 per- 
cent, or from information available you think that? 

Mr. Krmpart. Information. 

Senator Purrett. Would you say it was correct between 5 and 10 
percent ? 

Mr. Krmpatt. Yes, sir. 

Senator Purtet,. Thank you. 

Mr. Krmpratu. I would like, if I could, Mr. Chairman, to wait until 
a little later in the presentation to speak about the vocational rehabili- 
tation program because these facilities we are speaking of this morn- 
ing will be available for both vocational rehabilitation and for the 
care of children, older persons and others who will not be returned to 
employment. 

I think it is important to consider for a moment what types of severe 
disabilities require the use of a comprehensive rehabilitation facility. 

Ths next chart lists some of the more common types of severe dis- 
abilities, the different types of paralysis cases, paraplegia, and so on; 
blindness which the Secretary mentioned, and heart disease and other 
more severe disabilities which may have been caused by an accident, 
disease, such as polio and so on. 

Now, a comprehensive center to meet the requirements of this par- 
ticular legislation must contain a combination of professional and 
other services which are designed to bring about the rehabilitation of 
a person with these types of severe disabilities. It will be noted on this 
next chart, Mr. Chairman, that the three basic types of services which 
must be provided include medical, psychological and social, and voca- 
tional; and to meet the requirements of this act, then, there must be a 
combination of these types of services. When the patient comes into 
the center, his case is diagnosed as an individual and a plan is prepared 
for him. These various types of services are made available and his 
plan is adjusted as he goes through the process of rehabilitation. 

If I may mention just one case to give you an idea of the possibili- 
ties of such a center, I am thinking of a miner who was in a very severe 
mine accident, was paralyzed from his waist down; and for 5 years 
was ¢ -ompletely bedridden, which also tied up his wife, fulltime, caring 
for him. 

When facilities of a comprehensive center became available, he was 
not only rehabilitated to self-care, he was rehabilitated to the point 
of learning a new trade and now runs his own watchmaking estab- 
lishment, in which his wife also works. 

In other words, he has been restored to full dignity and is able to 
support himself and his family. 
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That type of severe case can be rehabilitated in this kind of a center. 

Now, the next chart, Mr. Chairman, shows where the comprehensive 
rehabilitation facilities are available today, where they are located. 
It also shows the number. I think the committee will be interested 
to see that at the present time there are 23 such facilities in the United 
Sates, and you will notice at a glance the wide areas of the country 
where there are no such facilities. Just to pick one facility, I hap- 
pened to visit about 2 or 3 weeks ago the Woodrow Wilson Rehabili- 
tation Center at Fishersville, Va. At one time in January there were 
patients there from a total of 21 States from as far away as Wyoming. 
One sister State had a total of 62 patients at Fishersville, Va., last 
year and still had several hundred on their waiting list, like our 
miner who was 5 years before he got treatment. 

Under this bill, the State-by-State surveys would determine where 
the centers should be placed to provide more economic distribution as 
well as to provide the needed additional facilities. 

Senator Hitt. How are those facilities financed ? 

Mr. Kimeauu. The facility is financed by a Federal grant which is 
matched, sir, by State and local funds. The matching works out at 
about $8 million of State and local funds against the $10 million Fed- 
eral. Under this bill, a 3-year bill, it would provide a total of $18 
million each year. 

Senator Hix. I am only speaking about this particular facility. 

Mr. Kimpauu. I am sorry, sir. 

Senator Hit. How is it financed today ? 

Senator Gotpwater. That Woodrow Wilson facility. 

Miss Swrrzer. The Woodrow Wilson Center is the old Woodrow 
Wilson Army General Hospital which the State of Virginia acquired 
after the war; and, through the cooperative work of the State of Vir- 
ginia Division of Vocational Rehabilitation and the Federal Office 
of Vocational Rehabilitation, comprehensive rehabilitation services 
were set up in that center. They had a big start because they had the 
buildings, you see. 

Senator Hitz. They had the hospital. 

Miss Swirzer. And also the surrounding buildings were used to 
expand the system of vocational shops which is part of the State of 
Virginia’s comprehensive vocational training program for that whole 
region. So, in addition to having the general hospital building to 
renovate for the rehabilitation facility needs, they also had immedi- 
ately available dozens and dozens of different kinds of shops and 
trades around which to build the vocational rehabilitation right 
under the same roof as the center. 

Now, the Federal appropriation did not go for equipment or build- 
ing or renovation or anything like that. It went through the peculiar 
provisions of Public Law 113 through which we operate to help the 
State with staffing in the early days and administrative organization 
and that type of thing. 

Then, of course, the center is maintained by the payment for the 
service received by vocational rehabilitation clients from many States. 

Senator Hix. They still get some Federal funds under the Voca- 
tional and Rehabilitation Act? 

Miss Swirzer. Yes; all of the funds that go into the salaries at the 
present time are Federal funds, because that is, as you know, 100 
percent Federal financing at the moment. 
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Then, the money that is paid for services, that is the per diem rate 
for services, is 50-50 Federal and State. 

Senator Purrett. That is true of the rehabilitation workshops up 
through New England, for instance, is it ? 

Miss Swirzer. The rehabiiltation workshops in New England, like 
the Hartford center, which you probably know very well, those are 
privately owned just like a hospital. They would get their pay for 
patient service just the way a hospital would from the State that 
sends the patient there. 

Senator Purrec,. Thank you. 

Senator LeumMan. Does New York have a rehabilitation and recon- 
struction home at West Haverstraw ? 

Miss Swirzer. Yes. 

Senator LeuMan. Does that specify Federal aid? 

Miss Swirzer. That does not receive Federal aid from our pro- 
gram. I am not sure whether it received Federal aid from Public 
Health Service funds or not. But it does receive payment through the 
public programs for patients. There are a number of New York 
State rehabilitation patients going there for service. 

Senator Hiiz. Then half of those funds come from State and half 
from the Federal Government; is that right ? 

Miss Swrrzer. Yes. You will recall that the financing of the pres- 
ent vocational rehabilitation law is in two parts: one, 100 percent Fed- 
eral funds for salaries of counselors, guidance and placement staff, and 
administration, and then the case service funds which are matched 
50-50 State-Federal for the purchase of service. 

Mr. Krmpauy. As it was pointed out, Mr. Chairman, when we saw 
that first chart where about 50 percent of the people were in the voca- 
tional rehabilitation program, of course, the other 50 percent might 
be sent by doctors, or by insurance companies, by various institutions, 
but whoever sends them would pay for the care depending on what the 
program was. In addition 

Senator Hii. Your chart here on the left shows that that great 
western section of the country all the way from Oklahoma west, you 
have got no rehabilitation centers in there at all. 

Mr. Krwpatu. No comprehensive centers at all, Senator. 

Senator Hitz. They are carrying on rehabilitation work there; they 
are taking advantage of the Federal statute, of course, the Federal 
aid. But you have not got a comprehensive center there; is that the 
idea ? 

Mr. Krmpatu. There is no comprehensive center which fills the re- 
quirements of this legislation. I might say that the next charts are 
concerned with certain partial centers, that is, centers which have been 
established and provide some of these services, but not all of them. 
To indicate what a typical partial center looks like from a chart point 
of view, this next chart shows that it might have some medical, some 
social service, but not a completely rounded program needed for the 
severely disabled. 

This map shows where the partials are located. You will see some 
located in the parts of the country which were blank under the com- 
prehensive, but it still is a widely scattered picture, as you can see. 

Senator Purrett. This whole concept of your comprehensive re- 
habilitation facilities is something relatively new, within the last 6 
or 8 years? 
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Miss Swirzer. Five, even. 

Senator Purre.y. Five. Thank you. 

Senator Hux. The Veterans’ Administration carries on rehabilita- 
tion services within its veterans’ hospitals, does it not ¢ 

Mr. Krupa. Yes, sir. 

Mr. Chairman, the Secretary a little earlier mentioned that special 
consideration was given in the program to facilities for the blind. 
The next chart shows the location of those facilities, rehabilitation 
facilities which are available in the United States today for the blind. 
It will be noted that there are 7 comprehensive f facilities and 13 partial 
facilities. I would like to mention in connection with the rehabili- 
tation of the blind that the very first step, with someone who loses 
his sight is to rehabilitate him to the very needs of living without 
sight. 

For example, it is necessary for them to learn means of selecting 
their food, how to eat without embarrassing family and friends, to 
walk with a vane, that is, without assistance. The most basic things 
of life must be learned before they can then move farther into other 
steps of rehabilitation. 

This chart does show that, for example, in the entire Western United 
States at the moment there is but one partial rehabilitation center for 
the blind. 

Earlier, I mentioned, Mr. Chairman, that I would like to discuss 
the vocational rehabilitation program specifically. At the present 
time, it is estimated that approximately 250,000 persons each year 
become disabled who could be rehabilitated to employment were the 
facilities and services available. The program at this time rehabili- 
tates at a level of approximately 60,000 annually. In the President’s 
message, his proposal for a 5-year program of major expansion would 
provide that by 1959 that program be increased to the point where it 
could rehabilitate 200,000 individuals per year. 

Now, it is also stated 

Senator Hitt. What are your plans now? Of course, you build 
these facilities and the Federal Government has been carrying a good 
big part of the cost of the rehabilitation; what is your propeaal about 
the Federal Government continuing to cs arry. that cost? I mean, 
when you build a facility you have just started. You have got that 
cost of maintenance, operation, the cost of the service, staff, person- 
nel, experts, and all that business. 

Mr. Kirra. Senator, the 5-year program, contemplates that start- 
ing off in the first year with a small additional appropriation in the 
amount of $5 million, which would be 100-percent Federal to get it 
started; in the 5th year the program would reach a national average 
of 50- -percent § State and 50-percent Federal. Thereafter it would be 
on a national average of 50-50 in the actual operation of this voc 
tional rehabilitation program. 

Senator Purretn. Mrs. Secretary. 

Mrs. Horsy. Might I add, too, Senator Hill, that another bill 
which you have scheduled, S. 2759, deals with that in the new grant- 
in-aid approach to this whole problem. 

Senator Hix. I guess we will go into it more fully with that other 


bill. 
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Do you have any plans to change the 100-percent grants that you are 
now making? 

Mr. Kimpatu. There is a plan, Senator, on the present program, 
which over a period of 3 years, that is, the next 3 fiscal years, using 
the Hill-Burton formula, would bring the Federal-State sharing to a 
50-50 basis nationally and would not specifically provide 100-percent 
administrative-type support. That will all be covered in this S. 
2759 which I believe will be before your committee on March 30. 

Experience has indicated that of the people who have come under 
the vocational rehabilitation program, approximately 20 percent are 
so severely disabled as to require the services of a comprehensive re- 
habilitation facility. 

Now, considering again the President’s goal by 1959, 200,000 per 
year, that would mean if the 20-percent ratio carries out through that 
entire group, comprehensive rehabilitation facilities will be needed 
to the extent of 40,000 disabled persons per year by 1959 just to meet 
the President’s expanded proposals on vocational rehabilitation, and 
not taking into account, of course, children and older persons who 
would not be in that program. 

At the present time, we estimate that the comprehensive facilities 
now in existence care for approximately 8,000 disabled persons an- 
nually. The proposals under this legislation of $10 million per year 
for 3 years, matched by $8 million State and local funds would pro- 
vide facilities for approximately 12,000 additional persons per year 
in each of the 3 years which, in effect, would mean if the States and 
the localities were able to carry this program out fully, as contemplat- 
ed by the Federal legislation, provision in this 3-year period of facili- 
ties with 36,000 additional capacity or a total of 44,000. 

Now, this is a 3-year program for the fiscal years 1955, 1956, and 
1957. I call attention to the fact that the President’s goal of 200,000, 
if carried out, would be reached in 1959. But because we do need to 
survey to determine for specific localities where and what facilities 
are required, later on we will be able to come back to the committee and 
furnish much more specific information as to the total need which 
you will notice on this chart is an unknown figure at the moment. 

At least, the facilities proposed under this bill are clearly needed 
just in the light of the President’s vocational rehabilitation program 
alone. 

Mr. Chairman, if I may just summarize with two points I think it 
would be interesting and particularly helpful for the committee 
to keep in mind. 

No. 1, the establishment of these comprehensive rehabilitation fa- 
cilities will lessen the loads on hospitals and other facilities which are 
so short at the present time; and secondly, the vocational rehabilita- 
tion program alone will require the facilities which are requested at 
this particular time. 

I have a statement of 2 or 3 sheets, Mr. Chairman, which gives some 
general background information on the present vocational rehabilita- 
tion program, if the committee would like to have it. 

Senator Purrett. We will be happy to have it inserted in the rec- 
ord at this point. 

(The information referred to is as follows :) 
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VocATIONAL REHABILITATION PROGRAM 
PURPOSE 


Established as a Federal grant-in-aid program by the Congress in 1920, yoca- 
tional rehabilitation is a service to preserve, develop, or restore the ability of 
our handicapped men and women to work for pay. 

Men and women of working age who have substantial job handicaps resulting 
from physical or mental impairments are eligible for services under this program, 


NATION WIDE 


All of the 48 States, the District of Columbia, Alaska, Puerto Rico, and Hawaii 
operate vocational-rehabilitation programs. In 36 States, separate agencies are 
operated solely for the rehabilitation of the blind. In the others, a single 
rehabilitation agency serves the blind along with all other types of disabled 
persons. With the exception of the separate agencies for the blind, the voca- 
tional-rehabilitation program is administered in each State by the State board 
of vocational education. 

SERVICES PROVIDED 


sriefly, the following services are available to eligible handicapped persons 
through all State rehabilitation agencies: 

1. A medical examination—required in every case. This is to learn the extent 
of disability, to discover possible hidden or “secondary” disabilities, to help 
determine how much work the client may be fitted to do, and to aid in determining 
his eligibility for services. No charge is made to the client. 

2. Individual counsel and guidance to help the disabled person to select and 
attain the right job objective—at no cost to him. 

3. Medical, surgical, psychiatric, and hospital care, as needed, to remove or 
reduce the disability. Public funds may be used to pay all or any part of the 
costs. The client pays what he can. 

4. Prosthetic appliances such as limbs, hearing aids, trusses, braces, and the 
like, to increase the client’s ability to work. These may be paid for with 
public funds if necessary. The disabled individual pays what he can. 

5. Training for the right job in schools, colleges, or universities ; on-the-job by 
tutor; through correspondence courses; or otherwise. This training is to enable 
the client to do the right job well. In most cases it is provided without cost 
to the disabled person. 

6. Maintenance and transportation for the client in some instances if he needs 
this help while he is undergoing treatment or training. 

7. Occupational tools, equipment, and licenses, as necessary, to give the client 
a fair start. These are paid for with public funds to whatever extent is 
necessary. The client pays what he can. 

8. Placement on the right job—one that the disabled person will be able to 
do, and one for which he has been thoroughly prepared. There is no charge for 
this service. 

9. Followup after placement to make sure that the client and his employer 
are satisfied with one another—at no cost to either party. 

These services are not necessarily provided in the order listed above. Some 
disabled persons may require all of them; others may need only a few. At 
times several may he given simultaneously. In every instance it is a program 
of human engineering in selecting services appropriate to the needs of each 
disabled individual. All services are provided solely for the purpose of helping 
the disabled person to become employable. 

With the exception of guidance, counseling, and placement, most of the other 
services, such as training, medical treatment, and hospitalization, are purchased 
for the individual from existing community facilities. 





ECONOMIC VALUES OF PROGRAM 
A. To the disabled 


Vocational rehabilitation is a program that has great human, social, and 
economie value. The human and social values are self-evident. The economic 
values are convincing. 

There were 64,000 disabled persons rehabilitated during the fiscal year 1952. 
Of this group, 76 percent were unemployed when they started receiving voca- 
tional rehabilitation services; only 24 percent were earning in one way or 
another. The latter group were engaged in temporary or part-time jobs, unsuit- 
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able, or unsafe employment, or were in danger of losing their jobs because of 
their disabilities. 

The human and social values of the vocational rehabilitation program are 
inestimable. There is no way to measure the personal and family satisfaction 
and happiness when a disabled person is lifted from nonproductive dependency 
into the ranks of family breadwinner; when he no longer relies on others, 
but is personally and economically self-sufficient. 

Vocational rehabilitation is an investment in the conservation of our human 
resources that pays dividends. The total earnings of the 64,000 disabled persons 
rehabilitated in 1952 were at the rate of $17 million a year when they started 
their rehabilitation. This was increased to $115 million a year after rehabilita- 
tion—a gain of $98 million a year in the group’s earning power. These figures 
do not include the earnings of farmers and family workers. 


B. Tax consumers become tarpayers 


During the 1952 fiscal year the rehabilitation program was carried on at ua 
total cost of $33 million, of which the Federal Government paid $21.8 million. 
The 64,000 disabled persons rehabilitated were paying an estimated $10.4 million 
ot Federal income taxes for the first year after they achieved financial inde- 
pendence, and taxpayments will continue from year to year. Therefore, this 
means that within 244 years after rehabilitation they will pay more Federal 
income taxes than the Federal Government spent for their rehabilitation. 

For each Federal dollar spent for their rehabilitation, they will repay $10 
to the Federal Government in Federal income taxes during the remainder of 
their working years. 


C. Reduction of dependency 


Each year American taxpayers put up nearly a half billion dollars to maintain 
disabled people, including their dependents, on public assistance; an outlay 
required as a direct result of the disability of the breadwinners. 

While not all of the disabled recipients of public assistance could become 
employable through vocational rehabilitation, experience proves that many can. 
For example, more than 12,000 of the 64,000 persons rehabilitated during the past 
fiscal year were on public assistance roles or were members of families receiving 
such assistance. 

To maintain these disabled people on assistance for a single year would have 
cost around $8.5 million. Their rehabilitation for useful work cost about $6 
million. 

ACCOMPLISHMENTS 


During the pioneer years between 1920 and 1943, services to disabled persons 
were limited largely to vocational counseling, training, and job placement. With- 
in this limited scope of rehabilitation services an average of 9,000 disabled per- 
sons were rahabilitated each year. 

Action by the Congress in 1943, broadened substantially the scope of rehabili- 
tation services, made special provision for the blind and mentally impaired, and 
increased the Federal share of financial participation in the program. As a 
result of the broadened program an average of 52,000 disabled persons were 
rehabilitated each year between 1944 and 1953. 


UNMET NEEDS 


Although substantial progress has been made by the States over the years in 
establishing increasing numbers of disabled persons in gainful work, the pro- 
gram falls far short of reaching the needs of an even greater number of disabled 
men and women who are in need of these services. 

There are today about 2 million of our fellow citizens suffering from physical 
or mental disabilities who require rehabilitation services to live full and pro- 
ductive lives. 

Meanwhile about 250,000 of those who become disabled each year throughout 
the United States come to need vocational rehabilitation in order to enter or 
return to gainful work. 

The current Federal-State rehabilitation program rehabilitates only 60,000 
disabled persons a year. 

It is for this reason that President Eisenhower, in his state of the Union mes- 
sage, and in a special message to the Congress on January 18, 1954, called for 
a bold, new attack on the problems of rehabilitating the handicapped. The 
President proposed an expansion of the present program to the extent that 
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200,000 disabled persons will be rehabilitated annually by 1959. “Considerations 
of both humanity and national self-interest demand that steps be taken now to 
improve this situation.” 

Senator Gotpwater. He has me a little confused again. You show 
8,000 disabled persons annually; then you go down to 12,000 annual 
capacity for 3 years which is 36,000. The 8,000 should go in those 
2 years, in those years; should it not? 

Mr. Krupari. What we are talking about is capacity. This is 
like, you might say, hospital beds if these were hospitals. The pres- 
ent capacity of the comprehensive facilities is 8,000 persons a year. 
The facilities which would be built under this program would add 
capacity, like hospital beds, of 36,000 additional to the 8,000 capacity 
now. 

Senator Gotpwarter. If we have 8,000 now, then we have 20,000 next 
year and the following year we have 20,000 plus the 8 plus the 12—— 

Mr. Kimpati. When I said 36, I was talking at the end of the period. 

Senator Gotpwarer. I realize that. But I am thinking that the 
8 would go along with it and we would have 60 at that point instead 
of 44. 

Mr. Krupa. Let me take it year by year, if I might, Senator. At 
the end of the first year, of course the actual construction time would 
probably be longer but 

Senator Gotpwater. Let us take it that way. 

Mr. Kimpauu. At the end of the first year you would have capacity, 
then, of 20,000. 

Senator Gotpwarer. That is right. 

Mr. Kimpauy. At the end of the second you would have a capacity 
of 32,000—and the last year you would have a capacity of 44,000. 

Senator Gotpwarer. All right. 

Senator Purreti. Any other questions? 

Senator Hiz. Why is it that none of these has been built under 
the present act, Mr. Kimball ? 

Mr. Krupatu. Under the present act, the only provision for facili- 
ties is in connection with hospitals, Senator Hill. This is the first 
time that provision is made for this construction program of rehabili- 
tation facilities as such. 

Senator Hitz. Well, they certainly could be built with hospitals; 
could they not? 

Mr. Kimpauu. They could, and even carrying on in this program we 
would expect that some of them would be built in connection with 
hospitals. 

Senator Huu, That is what I was thinking. You expect and hope 
that many of them would be built; they would be part and parcel of 
the hospitals; would they not? 

Mr. Kimpatt. We would certainly expect it. 

Senator Hitt. Why have you not built some up to date as part and 
parcel of the hospitals? 

Dr. SCHEELE. able Hill, there have been a few. There have been 
seven projects approved under the program that include services 
characteristic of rehabilitation facilities. ‘These are: 





Baton Rouge General Hospital, Baton Rouge, La. 

Gonzales Warm Springs Foundation, Gonzales, Tex. 

Rancho Los Amigos, Hondo, Calif. 

American Legion Hospital for Crippled Children, St. Petersburg, Fla. 
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“365” Crippled Children’s Hospital, Birmingham, Ala. 
Crippled Children’s Hospital, New Orleans, La. 
North Carolina Hospital for Treatment of Cerebral Palsy, Durham, N. C. 

I think the basic point here is that this new provision is intended 
to emphasize the need and give more assistance by that device, help 
make this developing program of comprehensive rehabilitation 
become more of a reality. 

It has been pointed out that it has only been going on for 5 or 6 
years. This is why not many of them were built. As you see from 
the maps how scattered and sparse these facilities are now. 

The bill before you would, we hope, do something to put some 
black circles on some of the States that do not now have them to put 
more circles on the States that do have a few. 

Senator Hm. But the fact is many of them could have been built. 

Dr. Scurete. Yes. 

Senator Hix. Don’t just shake your head; I want that on the 
record, my friend. 

Dr. Scueee. Yes, sir. 

Senator Hu. That is true, is it not, Doctor? 

Dr. Scuretex. Yes, sir; they can within the limits of the program. 

Senator Purrety. If money were available you could have built 
even more ¢ 

Dr. Scurete. There has been competition because States 

Senator Hix. It gets largely to money. 

Dr. Scueetz. Yes, sir. 

Senator Hitz. Does it not get back to money? Is that right, 
Doctor? It gets back largely to money, does it not ? 

Dr. Scurete. It is not entirely that. It is partly, Senator Hill, in 
this case, and it is also the fact that this is a newly developing concept 
of care of patients, and it is growing. We are now getting into the 
era when it should be done more intensively. 

Senator Hiri. But money is a very considerable part, a very con- 
siderable factor ? 

Dr. Scurete. Yes, sir; it is. 

Mr. Krapatu. In that connection, the fact that this bill would ear- 
mark the $10 million for rehabilitation facilities should encourage 
the construction of that type. 

Senator Purretn. They could not have been built without money, 
but then it is a new field and it is 5 years, I think, that I was informed 
that you have been acting in it so that we know a lot more about 
it today, what we want today, and even if we had the money then, 
if we would have had money 5 years ago or 4 or 3 years ago—— 

Senator Hint. Let me ask a question in that connection, Mr. 
Chairman. 

Are not the State health officers and the State advisory councils 
familiar with this subject? Do they not understand this thing as 
well as those of us here in Washington ? 

Mrs. Hossy. Miss Switzer, would you like to comment on that? 

Miss Swrrzer. I do not think so, Senator Hill. I think that the 
State health authorities have been primarily concerned with the gen- 
eral-hospital problem and with the hospitals related to public-health 
activities. I say that based on the efforts that we have been making 
in the rehabilitation program to secure more cooperation and better 
understanding of the health phases of rehabilitation throughout the 
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country. And I think that is one of the big advantages that we will 
gain from this period of the promotion of rehabilitation facilities 
through the hospital survey and construction program that there will 
be a mutual educational process go on so that each group will see 
how a recognition of the problems by the other can help to meet the 
total community need. 

Senator Purreity. The recognition of the problem and means by 
which it can be met are relatively new. They did it. by various 
organizations, did some of it on a local basis, is that correct, without 
any help at all except voluntary contribution. Now we realize the 
magnitude of it and we are taking steps at State level and Federal 
level to correct it, is that correct ? 

Senator Hixxy. In that connection, there is a provision in the act 
that we put in that has not been used much. I do not know that you 
used it at all, General, and that is the provision for conferences and 
demonstration; of course, you are familiar with that. We could use 
that provision. If we had some money to use that provision, it might 
be helpful in many of these things, is that not right ? 

Dr. Scurrete. That is correct. But we have not had the money 
that has been required to carry on that program. 

Senator Hii. To carry out that provision in the act for the con- 
ferences and the demonstrations. 

Dr. Scorer. May I come back to your earlier question? Our 
State health departments and, generally speaking, our State hospital 
authorities, are new to the whole concept of comprehensive rehabili- 
tation. That, I think, accounts for the fact that we have not seen 
more rehabilitation facilities built up to the present time. They have 
seen as top priority in their own minds general beds and some of these 
other beds. Those rehabilitation facilities that have been built were 
started because some locally interested group coming in for some assist- 
ance under the program wanted to build such a facility i in connection 
with the genera] hospital. 

Here we set up a category, a categorical interest, by saying that we 
believe rehabilitation is important. We must do more of it. We can 
say to the States: “Now, with your survey and planning money, look 
at your State as a whole and see what your real needs are.” 

I am going to Kansas City next week where a group of 400 business 
leaders and organizations representing four counties are banding to- 
gether to do a study of approximately fourteen to sixteen thousand 
families to see what their disabilities are and how many can be rehab- 
ilitated, both from the standpoint of practical feasibility and willing- 
ness on the part of the people. Then they will survey their current 
facilities which are very meager. 

They have 1 center there, and they propese to project this against 
their total need, to try to have a really comprehensive 4-county re- 
habilitation program. It is unique in the United States—this program 
that is under way out there. It is a new concept and it souls stimu- 
lation. 

Mrs. Hossy. It is a fact, too, I think, Senator Hill, that some of the 
remarkable work in rehabilitation that has been done by veterans has 
really awakened interest all over the country to what can be done by 
people who have never had this care. 

Senator Gotpwater. May I have a question ? 
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It is always a pleasure to listen to you and I defer to you any time. 

Senator Hinz. Thank you. 

Senator Gotpwater. Under what circumstances would such a facil- 
itv as you are describing be built other than in connection with a 
hospital ? 

Mr. Kimpaun. Well, it would depend, Senator Goldwater, on the 
need in the particular community. 

In other words, it would depend in many cases on the sponsorship 
that arranged for a carrying out of such a nonprofit institution. 

Now, it might well be connected with a vocational education insti- 
tution. They would have to have these medical services, and so forth, 
available but in any case, no matter where it was set up, it would 
certainly be very closely allied with hospital and other medical facili- 
ties as well as with the vocational. 

Senator Gotpwater. Does the law now allow these facilities to be 
built? That is, in any place but in connection with a hospital? 

Mr. Krmpauy. At the present time, the provisions of the bill would 
just be in connection with hospitals. 

Senator Gotpwarer. In other words, if these centers that you are 
talking about in my State, for instance, wanted to expand the center 
that we operate for the blind, it would now have to be done in connec- 
tion with a hospital? It could not be further developed at its present 
site away from the hospital ? 

Mr. Kiweacyi. Under the provisions of the present bill? 

Senator Gotpwater. Under the bill you are testifying about today, 
would that allow these facilities to be built away 

Mr. Krmpauu. That is right. 

Senator Gotpwater. I wanted to bring that point out because that 
has a large bearing on a number of these Western States that have 
not yet availed themselves of the Hill-Burton funds. 

For instance, in my State of Arizona, which looks rather naked 
out there, we have a rather intensive training program going on under 
State funds and under private money and under city and county 
money. 

In fact, I think we compare populationwise very favorably. We 
have three veterans’ hospitals engaged in this. I just wanted to ex- 
plain the newness of that great State. We do have some attention 
being given to it. But now that this new law is coming, then we are 
able to go ahead and expand this program where we have not been 
able to do it under the Hill-Burton Act. 

Senator Purretn. Mrs. Secretary, we would like to have you 
continue. 

Mrs. Hogsy. This discussion of rehabilitation facilities completes 
our presentation of the five major proposals of S. 2758. In addition 
to these major proposals, the bill includes another provision designed 
to stimulate State and local action in constructing chronic hospitals, 
nursing homes, diagnostic or treatment facilities, and rehabilitation 
facilities. 

Under the present act the Federal share of individual projects may 
vary from one-third to two-thirds of the total construction cost, in 
accordance with a matching formula keyed to the relative per capita 
incomes of the States. With respect to the four categories of facilities 
covered by S. 2758, the bill provides that the Federal share may vary 
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from one-half to two-thirds. In other Words, the minimum Federal 
share would be one-half instead of one-third. 

In brief, Mr. Chairman, the proposals contained in the bill repre- 
sent both a new emphasis and a broadening of the scope of the present 
act. They would add to the present act one entirely new category— 
nursing and convalescent homes. They would also broaden the pro- 
visions of the present law with regard to rehabilitation facilities and 
diagnostic or treatment centers—which are now eligible for Federal 
funds only if they are parts of hospitals. For each of these types 
of facilities, as well as for chronic hospitals, the bill would provide 
additional emphasis and inducement: (1) By specifically earmarking 
funds which can be used for no other purpose, and (2) by establish- 
ing a minimum Federal matching ratio of 50 percent in all States. 

With the one exception relating to Federal matching ratios, the 
administrative and fiseal provisions of this bill correspond with those 
in the present Hospital Survey and Construction Act, including the 
provisions relating to the allotment formula; the role of the State 
agency; the procedures for submission and approval of construction 
grant applications: appeals to the Surgeon General and the Federal 
Hospital Council; and the applicability of minimum wage rates under 
the Davis-Bacon Act for construction workers. 

Before concluding this statement it may be helpful to note, in 
summary form, the major differences between S. 2758 and the bill 
passed by the House, H. R. 8149. As far as approach, scope, and 
major content are concerned, the two bills are identical, but there 
are a few significant points of difference: The House bill includes 
a declaration of purpose patterned after the declaration in the pres- 
ent Hospital Survey and Construction Act. We believe the addition 
of such a declaration is desirable. 

The Senate bill would establish a statutory minimum Federal share 
of 50 percent of construction costs for all projects in the categories 
covered by the bill. The House bill would authorize such a minimum, 
at the option of the States, but would not make it mandatory. Thus, 
under the House bill, the States could elect 1 of 3 matching alterna- 
tives—either of the two options provided in the present law, or the 
new 50 percent provision. We would have no objection to this 
amendment. 

With respect to eligible sponsors for the construction of diagnostic 
or treatment centers, the Senate bill would include any nonprofit 
sponsor, as well as public sponsor. ‘The House bill would limit elig- 
ibility to a public body, or, in the case of a nonprofit sponsor, to 
one owning a nonprofit hospital. We believe the broader eligibility 
provision of the Senate bill is preferable. 

The Senate bill requires that medical and related health services 
m the facilities covered by the bill must be prescribed by, or under 
the supervision of, “persons licensed to practice medicine in the 
State.” The House bill modifies this requirement by applying it only 
to facilities which are not connected with a hospital. The House 
bill also adds the words “or surgery” to the phrase “persons licensed 
to practice medicine * * *,” 

The objective of these changes, we understand, was to avoid pos- 
sible conflicts with State licensure law provisions, with particular 
respect to osteopathic physicians. We are in agreement with this 
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objective, and some such modification of the Senate bill would ap- 
pear desirable. 

The House bill contains a provision permitting two or more States 
to pool funds from their several allotments for the construction of 
facilities which will operate on an interstate basis. This provision 
could well be useful in some cases—particularly with respect to re- 
habilitation facilities. It would therefore seem to be an appropriate 
amendment. 

The Senate bill adopts the same 20-year limit provided in the pres- 
ent act with respect to recovery of Federal funds in the case of 
facilities no longer operating on a nonprofit basis. The House bill 
contains no such limitation and would delete the 20-year limit from 
the present act. We believe that this indefinite extension of the 
recovery authority is not needed and might give rise to a number 
of administrative and legal difficulties. We would therefore strongly 
recommend retention of the 20-year limit in the Senate bill. 

Senator Hitx. Are you going to borrow money as you often have 
to do? That 20-year limit, whether you had 20 years or indefinite 
years might raise a question, might it not ? 

Mrs. Horry. I think it would be very troublesome. 

Senator Hixx. In other words, that might be more important than 
it appears on the face of it? 

Mrs. Horry. Yes. 

Senator Hm. On this matter of financing, so often you have to 
issue bonds and things of that kind and that financing provision, as 
yor say, might raise legal questions that might be difficult. 

Mrs. Hopry. As to where the title is or might be. 

Senator Hix. Where the title might actually be, certainly. 

Mrs. Horry. The Senate bill contains a provision, not included in 
the House bill, relating to projects which are eligible under both the 
existing law and one of the new categories. This provision would 
permit payments for such projects to be made, at the discretion of the 
States, either from allotments under the existing authorization or 
from the appropriate allotment under the new amendments, or partly 
from both. 

We believe the flexibility permitted by this provision in the Senate 
bill would be advantageous to the States and would better promote 
the purposes of the bill. 

Senator Httx. Under the Senate bill, you could allot so much money 
for a general hospital. Then if you had, say, rehabilitation facilities, 
you would take the cost of those facilities out of the funds for 
rehabilitation ? 

Mrs. Hospy. Yes. 

Senator Purteit.. Now, Mrs. Secretary, for the record, because I am 
subsequently going to suggest and see that it is done, that your total, 
or that the complete statement here is incorporated in the record, you 
have added something to the one that was issued, I believe, the day 
before. 

Mrs. Horry. I apologize for it. 

Senator Purreitt. We have it here and it will be inserted in the 
record as it came out in its latest edition but I want to tell the Senator 
it was to be part of the record. 

Mrs. Horsy. The addition, I thought, made it a little clearer just 
where the funds could come from. 
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This, Mr. Chairman, concludes our testimony in support of S. 2758, 
a bill designed to broaden and improve an existing program which has 
become a model of effective Federal-State cooperation in the advance- 
ment of community health services. On the solid base of the existing 
programs it would add a five- point plan for constructing the kind of 
health facilities which our communities most urgently need, and which 
they can most efficiently and economically maintain. It is a bill which, 
we believe, would make a real contribution toward better health care 
for thousands of our fellow Americans. We therefore urge favorable 
consideration of the bill by your committee. 

Senator Purretn. Thank you, Mrs. Hobby. 

I want to say here that I am particularly pleased and I am honored 
to have as my colleague on this committee Senator Hill and the other 
members, but particularly Senator Hill because he was one of the 
authors of the Hill-Burton bill, and Senator, I am sure that you may 
have some questions you wish to ask Mrs. Secretary. 

Senator Hix. Thank you, Mr. Chairman. 

I do not have to say, Mrs. Secretary, that I strongly favor the ob- 
jectives of the bill. In writing the original bill with Senator Taft, 
and I want to pay my tribute to him, when Senator Burton resigned 
to be promoted, or demoted, I do not know which, by going to the 
Supreme Court of the United States—incidentally, we now occupy 
the quarters of the Supreme Court 

Mrs. Horry. Very appropriate. 

Senator Hitt. Senator Taft spent lots of time and work and made 
many wonderful contributions in the writing of this legislation. As 
we wrote the bill, we thought we had covered and authorized most 
of the things, at least, that you talked about and now in the present 
bill. Most of them are in the existing act. 

In fact, I was interested in your basic chart in terms of the needs, 
beds needed, that you divided your needs into four categories: general, 
TB, mental, and chronic, all of which, of course, are authorized in the 
original act; and then these additional words: “and other types of 
hospitals.” Sort of a general proposition, trying to take in every- 
thing. And related facilities such as laboratories, outpatient depart- 
ments, nurses’ homes, and training facilities, and central service facili- 
ties, operating in connection with the hospitals. But it does not in- 
clude any hospital furnishing primarily domiciliary care. 

In other words, we just want to build what we call and had in the 
old days, old folks’ homes. 

Let me ask you this question, Mrs. Secretary. Do you think that 
the construction of the types of units that you provide under your 
amendments here, under the new bill, it would be wise to build them in 
association with a general hospital ? 

Mrs. Horry. Yes, I do, Senator. The construction of beds for the 
chronically ill we think can be done at a much lower figure than the 
cost for the general bed. The cost of the patient per day i is also less. 
You will recall on the charts, I believe, it was $18.35 as against $6.63. 

In addition to that, if you will recall, in the testimony we found 
that only 3 percent of the hospitals had separate arrangements, so to 
speak, for the chronically ill. And if you look at the increasing age 
of our population, it seems to me that this is a good time to begin that 
kind of construction and not only a good time because they could have 
done it, as you pointed out, under the present law. 
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I should guess, Senator, and you will know it so much better than I, 
that the need has been so acute over a period of years for general hos- 
pital beds that when money was available in a State, they used it 
first for the general hospital beds. I do not think there can be any 
argument, if a community has not any general hospital beds, where 
the emphasis should come. But as we look at this situation now, it 
seems to me that the thing to do is to place a little additional emphasis 
by earmarking this money and as the conditions changed, letting them 
change the ratio. 

Senator Hiiy. But you think that where a community does not have 
general hospital beds that the emphasis should be there to provide 
these general hospital beds ¢ 

Mrs. Hopny. Yes, sir; if the community is large enough to support a 
general hospital, I certainly do. To provide a home for the chron- 
ically ill when you have a wide area without a general hospital in my 
opinion might be a mistake. 

Senator Hitz, And of course, do you not think that has been the 
feeling of your State health authorities and your advisory councils 
and among the people generally ? 

Mrs. Hopsy. Yes, sir; I do. 

Senator Hii. Because you have to have a sponsor. 

Mrs. Hogsy. That is right. That has been one of the problems. 

Senator Hint. The sponsor comes forward for the thought you 
have expressed, the emphasis on the general hospital, rather than for 
the chronically ill hospital. 

Mrs. Horsy. I think that is certainly true. 

Senator Hitt. Would the survey of the four types of facilities in 
the bill require a survey of all proprietary, nonprofit, and Govern- 
ment-owned facilities in a particular State ? 

Mrs. Hospy. I assume that it would, Senator; I will let Dr. Scheele 
answer that; then I will know you will get the absolute truth. 

Dr. ScrerLe. We anticipate this survey would take into account 
all facilities, because, whether they are proprietary or nonproprietary 
or not, they are community resources and they look after patients. 
We do the same thing in the present program. 

Senator Hix. Now you speak about doing it in the present pro- 
gram. I recall Dr. Cronin’s testimony before the Appropriations 
Committee last year in which he spoke about the fact that, and T quote 
his testimony on March 23, 1953: 

The States in carrying out their responsibilities under the act maintain a 
countinuing inventory of their hospitals and annually revise their overall pro- 
grams of so-called State plans) These State plans are a requirement of the 
law as are the annual revisions. 

Now, you contemplate a new, separate plan or what ? 

Dr. Crontn. Senator Hill, for the categories that are currently 
eligible under the old Hill-Burton Act, such as the chronic-disease 
hospitals, the survey that would be carried on under the new pro- 
visions would be a very fast one, so to speak, because there has been 
terrific background laid. The States now know what their problem 
is in the chronic hospital area. When you move over into the nursing- 
home category, under the current Hill-Burton program, there has not 
been a survey of nursing homes. Under the new provision, there 
would be a survey of nursing homes and that is essential before one 
could make any plans for the construction of nursing homes. 
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For the diagnostic and treatment facility category, under the exist- 
ing Hill-Burton program, the diagnostic and treatment facilities 
existing in the general hospits als and other hospitals built, are part 
and parcel of the hospital. There are areas in this country, however, 
remote, isolated to some extent, in which it would be a disservice to 
put a hospital in the community. That community could not sup- 
port that hospital. It costs, as a general rule of thumb, about a 
third of the construction cost to operate a hospital for a year. So 
for a community which is isolated like that and does not now have 

a hospital, there are good reasons for it. Chances are the reasons 
are that they could not support it if they built it. So the city fathers 
and people ‘of the community say, “No, we do not want a hospital.” 
There is a need, however, in that type of community, for a diagnostic 
facility where the instruments of precision can be made avails able to 
the physicians of the community and to the people to get more ready, 
more convenient diagnoses. It is surrounding that type of diag- 
nostic treatment facility that the survey would for the most part be 
‘lirected. 

In regard to rehabilitation facilities, there has never been a study 
made of the need for rehabilitation facilities on a national level. The 
medical profession in its operations do go to a certain extent in 
rehabilitation. Some of the more complicated hospitals have rendered 
great services in this regard. Rehabilitation does become a very 
definite part of the hospital. 

Here, however, the proposal encompasses not only the medical side 
of the rehabilitation but also the vocational side of rehabilitation. 
There has never been a survey in that area. Such a survey is needed 
as it is needed in all these four new categories before one could contem- 
plate spending construction money. 

That, in general, is the story. 

Senator Hirt. You would’ not have, really, two separate State 
plans, would you? 

Dr. Cronin. No, sir; the same original plan with chapters. 

Senator Hitz. How is that? 

Dr. Crontn. You would have chapters to cover these facilities as 
they relate to each other, and so on. In the single State plan, that is. 

Senator Hi. What you do, then, you got out and get this addi- 
tional information which you seek and then what you would do, you 
would enlarge or augment your State plan based ‘on this additional 
information which you seek, is that your thought ? 

Dr. Cronin. That is right, Senator. This is an amendment to the 
original hospital survey and construction legislation. The State 
plan would be one plan as an entity. The component parts of that 
plan would be added to now by these newer categories so that in the 
final analysis the State would have a single plan for their health 
resources within their State. But it would be broken down so that 
you could see the category such as rehabilitation, the category such as 
diagnostic facilities, and the nursing home, set out and treated by 
itself, yet in a way related to the general hospital, chronic hospital, 
tuberculosis hospital, and mental hospital. and so on, as part of the 
total armamentarium which the people of that State have to combat 


disease and maintain health. 


Senator Hii. That would be the type of your State plan, then ? 
Dr. Cronry. That is right. 
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Senator Hix. I believe you still have under the existing law some 
$1,200,000 that you tell me has never been appropriated. What is 
that story ¢ 

Dr. Cronry. Congress last year rescinded the $1,200,000 that was in 
existence. 

Senator Hitz. They did not rescind the authorization, did they ? 

Dr. Cronty. That is right, sir. 

Senator Hix. They rescinded the authorization? I do not think 
they did. 

Dr. Cronyn. They did not rescind the authorization. 

Senator Hitz. There is a vast difference in that rescinding an ap- 
propriation and rescinding an authorization. They did not rescind 
the authorization, did they? 

Dr. Cronrn. They did not rescind the authorization. 

Senator Ht. What happened was that you had not used the 
$1,200,000 so they just 

Dr. Crontn. We never got that $1,200,000. 

Mrs. Hospy. That is the reason. 

Senator Hux. I think I should certainly amend my language be- 
cause I am sure that had you gotten it you would have found good 
use for it. 

Dr. Cronty. I would like to point out, although the authorization 
is still there, there is another step we have to go through between our 
Department and the Congress and that is the Budget Bureau; and 
Congress rescinded the appropriation last year. 

Senator Hitu. If Congress rescinded really because the Budget 
Bureau did not ask it, is that not true? 

Dr. Cronyn. I would not say that, sir, exactly. 

Senator Purrert. Are there further questions ? 

Senator Hitz. Mrs. Secretary, we talked about the difference in the 
cost of the chronic hospitals and your general hospitals shown there 
by the chart, it might be well if we had some idea as to the types of 
facilities as needed for the chronically ill, how they differ from the 
general hospitals. 

Mrs. Horpy. I know vaguely but I am not going to offer my testi- 
mony when we can have it from Dr. Cronin. 

Dr. Cronty. The costs of general hospitals, Senator would en- 
compass such facilities as an operating room, an operating suite, oxy- 
gen piped through the walls to the beds of certain kinds of services, 
the medical services in particular; and obstetrical services. 

Senator Hitz. You would not need those in your chronic-disease 
hospitals, would you ? 

Dr. Crontn. That is right, sir. I think that answers your question. 

Senator Hitz. You said something about the rules 

Dr. Crontn. There are recreation rooms in the chronic-disease hos- 
pital which you probably would not have in the general hospital be- 
cause in the chronic-disease hospital those folks are going to be there 
for much longer periods of time. Just because it is a hospital they do 
not have to stay in bed all the time. The general-hospital patients, 
most of them, are for the most part in bed, are up for a few days and 
then sent home to continue with care. In the chronic hospital they 
must continue their care there, and many of these people might even 
be lifetime patients in that chronic hospital. I could even think of 
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infirmary additions, if you will, to an old folks’ home where the life 
care was carried on because of the medical needs of a po ieee in the 
infirmary of the old folk’s home. You would not need these piped 
oxygen outlets; you would not ned an operating suite; would not need 
obstetrical services, and soon. Those, in general, are the things that 
would reduce the cost. 

Senator Hitz. You mean in a chronic hospital you would not have 
any facilities there for surgical attention ? 

r. Cronin. Senator Hill, in a chronic hospital as an entity, there 
would be surgical facilities, I would like to point out that these chronic 
beds are in facilities that would be chronic henpitels as a single entity, 
and also would be in chronic units of general hospitals. 

The chronic hospital as an entity would have a surgical room. It 
would not be the type of surgical room that you would need to set up 
in a general hospital where not only could they take care of the 
fractured hip of the old person who fell, but they might have to do 
a brain tumor operation. The brain tumor operation done on the 
older age group in the chronic hospital would be very rare because 
that type of case would be moved over to the acute general hospital 
where the nursing care could be much more intensive from a specialty 
point of view, than would the general nursing care given to the chronic 
‘ase in the chronic hospital or in chronic unit of a general hospital. 

Senator Hix. If you had a chronic unit in a general hospital, you 
would have all your equipment and facilities there right under the same 
roof, would you not? 

Dr. Crontn. That is right, sir. But the cost to build the chronic 
bed would not be inclusive of the other. 

Senator Hitz. I understand that, but it would be exclusive of the 
facilities in the general hospital to which the chronic hospital was 
connected. What I was thinking was in terms of the chronic hospital 
that was not a unit of a general hospital. That is, built by itself. 
Where it was built by itself 

Dr. Cronin. It would have all the conventional services of a hos- 
pital. 

Senator Hiri. All the medical and surgical and conventional serv- 
ices of a hospital. 

Dr. Cronin. That is right. 

Senator Hitz. That is what I would think you would have to have. 

Dr. Cronin. That is why that bed cost more nearly approximates 
the general hospital bed cost. 

Senator Hitt. Because you would have to have these medical and 
surgical facilities there. 

Dr. Cronin. That is right: and equipment. 

Senator Hiii. How do you draw a distinction between a chronic- 
disease facility and a nursing-home facility ? 

Dr. Cronin. The chronic-disease facility is the one which more ap- 
proximates the hospital. It could be a hospital or a unit of a hospital. 
The nursing-home facility would be where they would not have, for 
example, a physician in residence such as a hospital does in its intern or 
its resident physicians. The physicians attending the patients would 
be on a visiting basis. 

In the nursing-home facility, also, we would hope they would have 
the patients’ food and so on under the dietitian’s supervision whereas 
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in the hospital you would have a dietitian there on the ground. In 
the nursing home the dietetic service could be rendered on a consulta- 
tion basis, but the dietitian would not be in residence at the nursing 
home. The nursing home, by and large, would be much smaller than 
the chronic-disease hospital per se. 

The type of nursing care given in the nursing home would be gen- 
eral-nursing care as compared to more specific nursing care for the 
types of cases in the chronic-disease hospital. Chronic disease hos- 
pital cases probably could not exist out in the nonhospital facility 
which does not have as tight medical and nursing supervision. 

Senator Hitt. You would have medical services although on a visit- 
ing basis. The difference there, then, would be your chronic; you 
would have, as you say, your doctors right there in your chronic hos- 
vital, whereas on your nursing home, you would still have the services 
but more on a visiting basis, is that correct ¢ 

Dr. Cronry. One other thing that is important here in my opinion 
is that these nursing homes under this proposal could be built within 
the hometown of the individual who became ill and needed care. The 
patient, the chronic patient, would not have to leave his home com- 
munity to go to a geographical area where there is a chronic hospital. 
I think that we have found out that the highest death rate of people 
going to these chronic institutions, the big ones, as we know today, 
occurs in the first 3 months. Part of them die because they had certain 
physical ailments that caused their death. On the other hand, I feel 
that there is a therapeutic effect of love from people of their own 
coming to see them. It has a very beneficial effect on patients. 

Senator Hin. That applies in all hospitals, does it not 4 

Dr. Cronty. That is right, sir, but if a person has to go a hundred 
miles and be hospitalized their son and daughter will come the first 
time to see them, in the first month; and then because sometimes it is 
a depressing venture for us to take, we being human as we are, do not 
make that second venture. I know I have seen patients that had 
every reason to live from a medical point of view but no reason to do 
so in their own mind, so they basically rolled over and did not care 
to go on. 

By putting these nursing homes in these smaller communities, closer 
to the families of people, I think we can help solve this problem which 
is not a nice one. 

Senator Hiiz, Let me ask you this: Have not chronic-disease hos- 
pitals had a good priority within the States? 

Dr. Crontn. The chronic-disease hospitals have enjoyed perhaps 
one of the highest priorities of the States. The attitude of the various 
peoples within the State to build a chronic-disease hospital is predi- 
cated on several things: One, their knowledge of the general hospital 
is quite sufficient. They know what it is. Their knowledge of what 
is a chronic hospital is based on really their experience with what 
happens in the general hospital and the need for general hospital 
care; and the cost of general hospital care. It is only within the last 
few years that we have realized that the cost of the chronic patient 
does not have to be as high as it is for the average patient admitted 
to the general hospital. 

Senator Hixz.. Is it for the reasons that you have stated in spite of 
the fact they have had this high priority that we have not built more 
chronic-disease hospitals? 
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Dr. Crontn. I think the first reason, Senator Hill, why there has 
not been too much done—3,000 beds out 106,000 in the program, in the 
chronic area—is the fact that people know what a general hospital is. 
You can stimulate interest if a group in a community wants to build 
a hospital in the general hospital category. Second, is the difficulty 
in acquiring a sponsor for a chronic hospital when the chronic hos- 
pital patient is there over 30 days and the cost is a protracted one 
which more seriously taps the financial resources of the people who 
go into those institutions. 

Senator Hitz. Have applications for chronic facilities been denied 
that you know of? 

Dr. Cronin. None that I know of. 

Senator Hitz. Just have not been made? 

Dr. Cronin. That is right. 

Senator Hitz. Well, now, your shortage of nursing homes, is this 
due to a lack of financing facilities or to a lack of funds to pay for the 
care? 

Dr. Crontn. An element of lack of cost to pay for the care must 
be considered. There are a great number of nursing homes in this 
country. Some of them are good. Some of them are not so good. 
The big problem is the basic education, I think, of the people of the 
country as to what kinds of services are more conveniently adaptable 
to the requirements of the people with these illnesses. Then, when a 
person feels that he is going to have to do something, he is going to 
figure out how can he do it. He gets assistance on what is the best way 
to do it. We are now coming to an understanding that the best way 
to take care of some of these chronic patients is not in the general hos- 
pital but is in the kind of an institution that does not cost as much to 
keep them there. 

Senator Him. Let me ask you this, speaking about nursing homes: 
They serve the chronically ill, do they not? 

Dr. Cronin. That is right. 

Senator Hiri. Why are they not covered under the present act? 

Dr. Crontn. Under the present act ? 

Senator Hm. I am not talking about your regulations. 

Dr. Cronty. Under the present act, the nursing home from a legal 
point of view, I think, could be covered. 

Senator Hitx. Could be covered ? 

Dr. Cronin. Yes. However, we have had over 6 years of operation, 
and there is something in the way of what has been done that indicated 
that the nursing home was not going to be covered and built under 
the Hill-Burton program. 

As a result, under the President’s proposal, it is pointing up that 
fact by categorically earmarking $10 million for nursing homes to try 
to stimulate and catalyze something to be done in that area. 

The foundation for this, basically, is that nothing has been done for 
7 years with the $600 million of Federal funds and the additional 
matching $1,200 million of local and State money in regard to nursing 
homes. 

Senator Hiri. Hasn’t the Public Health Service had a regulation 
that excluded them ? 

Dr. Cronin. The regulations excluded the nursing home and I 
would like to point out that the regulations are not solely the Public 
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Health Service’s because they are approved by the Federal Hospital 
Council which approves all Federal regulations of the program. 
And we, then, have the benefit of their advice and they represent the 
people of this country. 

Senator Hm. Aren’t you careful who you select for that hospital ? 
[ Laughter. | 

Dr. Cronin. I think—— 

Senator Hitt. You need not answer that. We will just put that 
aside and say from your standpoint it is a $64 question. 

Dr. Crontn. I think they are very able aaa 

Senator Hinz. Very able = I think so. You had a very able 
Alabamian on there, I might say 

Dr. Cronry. And another Alabamian at the present time. 

Senator Hiri. These nurses homes could have been built as far as 
the act is concerned ? 

Dr. Cronry. They could but were not. 

Senator Hiiu. I was very much interested in your testimony, Mrs. 
Secretary, in which you recommended that we not accept the House 
amendment in connection with diagnostic and treatment facilities 
but take the language in the original Senate bill. What type of facili- 
ties would be in the inventory in connection with your diagnostic 
treatment facilities? I have in mind, would you inventory all hos- 
pitals and doctors’ offices and proprietary X-ray and laboratory facili- 
ties, would they be counted ? 

Dr. Cronin. The answer to your question, Senator Hill, is that the 
survey of the resources available in the community for diagnostic 
purposes would certainly include answers to were there any X-rays 
in the community available to all the people in the community, were 
there any laboratory facilities in the community available to all the 
people of the community. 

Senator Hit. When you say any laboratory facilities, you mean 
proprietary facilities, those for profit as well as 

Dr. CRonrn. State health laboratories; if there was a laboratory at 
county level; city level if there was such a laboratory there; pro- 
prietary laboratories if there were any in existence. 

Senator Hirt. Whether they were with the hospital or whether 
they might be operating as some pathologist operating a laboratory. 

ae Crontn. That is correct. All the resources utilized for diagnos- 

¢ purposes would come under that. 

“Se nator Hi. That would be quite a job, would it not? 

Dr. Crontn. That would be quite a job. 

Senator Hiii. Because so many, many doctors have their own 
X-rays, surely, where you have maybe a small group to have their 
pathological laboratories, many of them, do they not ? 

Dr. Cronty. I would hope that that survey, as in the survey under 
the original Hill-Burton program, would be done with the assistance 
and cooperation of all the medical people. It would include the help 
of medical societies at city and county and State level, and all the 
various associations, laboratory technicians, X-ray tec hnicians and 
so on in order to arrive at what actually were the resources of the 
State. 

Senator Hitt. You would have to take in your whole medical 
resources from a standpoint of diagnosis and treatment. 
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Dr. Cronty. That is right. 

Senator Hitt. The doctors and what their equipment was in the 
doctors’ offices and what proprietary laboratories you had, would you 
not ¢ 

Dr. Cronty. I think that is correct if you are going to arrive at an 
accurate description of your resources. The end result, Senator, 
might be such things as specialized diagnostic centers such as cancer 
detection units, heart disease detection centers and so on, both of which 
we need today. It is possible that type of thing would result from 
this. The State plans are prepared by the State agencies with their 
advisory councils. These councils, as you know, are made up of two 
kinds of people: those representing the public, who are the consumers 
of health services; and the professional health people. ‘They are go- 
ing to come up with a State plan which to the best of their know ledge 
is the best plan they need for all their people to get these services. 

Senator Hit... I was thinking, of course, I realize they will be the 
ones who make the surveys, as to how extensive that survey would be, 
and as you say, to get the pictures for diagnostic and treatment you 
have to know all about the doctors, what they had in the way of X- 
rays, pathological laboratories and other equipment, how many doc- 
tors you had and all that business, would you not ¢ 

Dr. Cronin. It is entirely possible that would be covered by that 
survey. 

Senator Hiri. Take the whole field of not only your State and any 
nonprofit institutions but proprietary services, too, is that right? 

Dr. Cronin. A great deal of that has been done in the current pro- 
gram on certain segments of that. The States know and their State 
plans reflect what their resources are in the health picture. Just 
counting beds does not necessarily mean very much because beds are 
only sy mbols of the services. 

Senator Hiri. Let me ask you this question. Of course, every hos- 
pital is a diagnostic and treatment center along with its other 
services—— 

Dr. Cronin. Within the limits on some hospitals. 

Senator Hii. Within the limits. In other words, a small hos- 
pital might not be able to make an examination for brain tumor as 
a larger one would, but all hospitals are essentially diagnostic and 
treatment centers, are they not? 

Dr. Cronin. That is right. 

Senator Hiri. In your ‘public health center, you have certain diag- 
nosis and treatment there, do you not ? 

Dr. Cronty. The diagnostic and treatment facilities of the public 
health center are direc ted primarily at the mass of people as a publie 
health measure. It is not directed primarily at the single individual 
This is the big difference between the public health center and the 
diagnostic center. I certainly can envision under this proposal 

Senator Hit. You do have some diagnosing ? 

Dr. Cronin. As it relates to diseases menacing the total public, such 
as TB, venereal disease. 

Senator Hitt. Take the proposition you have in your public health 
centers, you operate your maternal care. In other words, don’t women 
go there in connection with their maternal problems and maybe to be 
diagnosed to see whether or not they are maternal or in that condition ? 
If I may put it that way, you do have that, do you not? 
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Dr. Cronin. The maternal care program in all of the public health 
centers, is not identical in degree and in some of the areas, it is rather 
minimal, 

Senator Hix. I appreciate that, but let me ask you this now, 1 
want you to give me, if you can, just what you intend for construction 
as a diagnostic and treatment facility outside of in connection with 
a hospital, of course, we get that picture and we get the picture in 
connection with the public health center. Give me what you intend 
for construction. 

Dr. Crontn. You have the comprehensive diagnostic centers, which 
as you stated, are in the large centers of population and in hospitals. 
There is a need for a diagnostic center in a community that is isolated, 
does not have a hospital, does not have an X-ray facility or laboratory 
for work on urine and blood chemistry and so on or an electrocardio- 
graph. That type of facility would be the minimal type. It could be 
built under the provisions of this proposal either by an organization 
that operates a nonprofit hospital or by a public agency such as some 
political subdivision, city, county, State, township, and in that 
facility ; 

Senator Hmu. You are thinking now in terms of the House amend- 
ments when you limit it to those two categories ? 

Dr. Cronin. I say it could be built under both bills by those two 
kinds of groups. Under the bill, S. 2758, it could also be built by any 
group that organized a nonprofit corporation or association. It could 
also be built by the city, county, or State. It also could be built by 
a nonprofit voluntary hospital group. It could be built by a group 
of physicians as far as that is concerned, organized as a nonprofit 
group. 

Senator Hix. Do you construe the language in the Senate bill that 
it would have to be, that it could be built only for operation and use 
by Government or a group for nonprofit, that there could be no profit 
there? 

Dr. Cronin. The language in §. 2758 does not encompass any organ- 
ization that would operate for a profit. This is an amendment to the 
Hill-Burton Act which itself concerns itself and restricts itself to 
nonprofit ventures, or publicly owned facilities. 

Senator Hitz. That language in the original act would delete this 
limit to nonprofit operations. 

Dr. Crontn. Or publicly owned. , 

Senator Hitz. Publicly owned is a nonprofit thing, it is a Govern- 
ment service. 

Well now, if you provided, say an X-ray and laboratory facilities 
there, would you provide offices for the doctors or what would you do 
there? 

Dr. Crontn. If the community applied for a diagnostic center that 
had offices in it for a physician and he was to be a part of the diagnostic 
center staff, it would be eligible under the terms of the amendment. 
If, on the other hand, they were to utilize that physician’s office as a 
revenue-gaining activity, then I seriously doubt if it could be approved 
under the proposal and the subsequent regulations. But following the 
pattern of the Hill-Burton Act for hospitals, if a doctor’s office is Duilt 
as a conventional part of the hospital, it is approved. If they build 
such a number of doctors’ offices that no hospital conventionally would 
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have such a number in them, we do not approve those extra doctors’ 
offices. The same thing would be true in the diagnostic centers. 

Senator Hitt. If they hired an X-ray man or pathologist he would 
be hired on salary to operate those particular facilities ? 

Dr. Cronin. That is correct, or they might hire him on a circuit- 
riding basis from a nearby medical center. The Bingham Associates 
plan in Massachusetts is an example. They have a pathologist or 
X-ray man who leaves the medical centers in Boston and visits, on an 
appointment basis, the hospitals in New England on the first and 
second Tuesdays of the month; and, on the second and fourth Wednes- 
days of the month the pathologist goes to sation hospitals. That 
is a wonderful service. You have a situation where a patient is to be 
operated and the pathological tissue is taken out. It can be reviewed 
right there at the hospital by this visiting pathologist whereas hereto- 
fore they would have to wait until they could send that specimen to 
one of the medical centers, usually in Boston or one of the State cap- 
itals where they would have examining facilities. During the time 
intervening the patient is under psychological trauma. He does not 
know whether or not he has a cancer during all that waiting period. 
The visiting pathologist would eliminate that time period. 

Senator ii mu. I appreciate that and all the fine service but there the 
doctor goes to a hospital. 

Dr. Cronin. That is right, sir. 

Senator Hitz. Now we are not talking about hospitals. We are 
speaking, although we say a hospital, it is a diagnostic-treatment 
center. We are thinking now more in terms of something different 
from a hospital. Is that right? ; 

Dr. Cronin. We are thinking about the diagnostic center in isolated 
areas. 

Senator Hixxi. Could you give me an illustration? I am impressed 
with what you said about these doctors coming out from Boston. The 
illustration of a diagnostic and treatment center separate from a hos- 
pital and separate from a local public-health unit today. In the 
country ? 

Dr. Cronin. There is none that I know of in existence except per- 
haps your cancer-detection units which exist in some towns. Cancer 
does not restrict itself to any one particular organ of the body. The 
detection unit is comprehensive in coverage and they need the whole 
gamut of instruments of precision. There have been mobile diagnostic 
units used as a diagnostic center for a community, but that presents 
certain additional problems from a financial operation angle. 

Senator Hirz. What I am trying to get in my mind is a picture 
of what is in your mind about a diagnostic and treatment center other 
other than as a hospital or a public-health center. 

Dr. Crontn. What is in my mind, Senator, is that the smallest type 
of diagnostic center would be a building of four rooms, perhaps, owned 
and operated by the community. They may have on their payroll a 
janitor to take care of the building, a laboratory technician who would 
do the blood chemistry and urine analysis of the specimens sent to them 
by the physicians of that community. There again, those physicians 
would send for examination specimens which they do not have the 
examining resources for in their own office. In the blood chemistry 
field, such items as glucose tolerance test to determine diabetes would 
bean example. They would have a laboratory technician at the center 








64 PRESIDENTS HEALTH RECOMMENDATIONS 


who would probably run the X-ray machine as well as the electro- 
cardiograph. They would probably have somebody, although it could 
also be one of the technicians, to keep the accounts of the center and 
be the manager of it. That is the smallest type of diagnostic center 
that I could think of. 

Senator Hiri. That patient who went there, that individual would 
be under the care of the private physician ? 

Dr. Cronin. At all times. 

Senator Hu. In other words, this, then, would be as you visualize 
it, an auxiliary to the doctor’s office / 

Dr. Cronin. That is correct. It would have in it the types of 
facilities which the doctor in that kind of a community may not have 
the capital outlay to put in his own office. It would, I think, to a 
certain extent, preclude the various physicians in the community from 
the necessity of having duplicate expensive facilities. The other thing 
is that this kind of a facility would be open under the terms of the 
Hill-Burton Act to all the people in the community. This is 
important. 

Senator Hiti. It would have to be. Anything built under the act 
and unless you change it, it is not an indigent program. It is open 
to anybody, is that not right? 

Dr. Cronrs. That is right. And, Senator Hill, I do not think 
that the statement that it is an auxiliary to the doctor's office, if in- 
terpreted as the intent of the program, is incorrect. If interpreted as 
a generic thing in the medical field to assist people to get better care, 
then it is correct. It does supplement what the doctor has, the same 
as a hospital does as far as that is concerned. Many things can be 
done in a diagnostic center that I think are worth while and needed, 

Senator Hitt. You see the importance of these questions, do you 
not, because a good many questions have been raised, particularly 
about this section. 

Dr. Cronin. That is right. 

Am I talking too much—— 

Senator Hitt. You were about to say, Doctor? 

Dr. Crontn. I say there are several things one could think of. 
Many of these diagnostic centers would go into areas that could not 
have full-time local health departments. Many of our States do not 
have them. Also, in our opinion, this would be an attraction device to 
get physicians to go into these rural areas because they would be able 
to have the things that they were taught to practice medicine with in 
the medical schools. As you know, one of the intents of the Hill- 
Burton Act was to get doctors into the rural areas. It has done that. 
We can give statistical information as to that in many of the States. 

Senator Him. I think that is one of the best arguments for the 
States that it has gotten the doctors out into these smaller communi- 
ties where they would not have gone unless they had facilities they 
need for their work. 

Mrs. Hospy. I think that is one of the strong arguments for the 
diagnostic and treatment centers where we still have not enough medi- 
cal personnel in the right spots. It is very difficult, as you know, to get 
doctors and young doctors to go there because facilities are just not 
available. We would hope that this phase of this amendment, would 
do even more in this particular area. 
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Senator Hitt. Were you going to add something, too? 

Dr. Cronty. That is all, Senator. 

Senator Hiri. Then your idea would be a very small building, with 
maybe a pathological laboratory and X- ray? 

Dr. Cronin. Pathologic al in terms of urine and blood but not neces- 
sarily in terms of tissue. 

Senator Hr. How much of that do we find in doctor’s offices 
today? 

Dr. Crontn. Tissue? 

Senator Hitz. Not tissue. 

Dr. Cronry. We find urine and blood examining facilities in a 
number of doctors’ offices, depending on the kind of practice they do. 
Some of them do urine analysis, some of them do blood cell counts, 
very few of them go beyond the blood cell counting stage. They do 
not go into blood-urea-nitrogens, chemical compositions of the blood 
which if altered in some ways are indicative of certain kinds of 
diseases. 

Senator Hitt. You would see nothing in these diagnostic and treat- 
ment centers that would in any way serve to change the pattern, we 
will say, of the practice of medicine? 

Dr. Crontn. That is a pretty broad statement. I would think that 
if these diagnostic and treatment centers became available, the pat- 
tern of medical care would be improved by having more readily avail- 
able these diagnostic procedures and would not require the patient 
to ride 50 miles to a city to get them, and so on. 

Senator Hiri. I understand the change from that standpoint. 
What I was thinking about was so far as the private practice of medi- 
cine is concerned. 

Dr. Cronin. It would not in my opinion change the physician- 
patient relationship. 

Senator Hiri. Would not change that physician-patient relation- 
ship. When I used the word “patter n’ 
Dr. Cronin. I, being a physician, interpret that in terms of degree 

quality, and quantity. 

Senator Hirxz. You would give this a high priority? 

Dr. Crontn. I think that we have recognized it in the proposal as 
one of the categories in which we would like to see something done and 
the States would establish the priority within their category of what 
they wanted to do about it. 

The modern medical commodity today, at least in my opinion, is 
really a fusion of preventive medicine and curative medicine into a 
health-maintenance program for the individual. This type of a 
facility would, in turn, facilitate the health maintenance of ine 
because of more ready diagnostic procedures and earlier diagnostic 
programs, which are all parts of prevention and health maintenance. 

Senator Hity. If we earmark funds for it, that in itself gives it 
a high priority, does it not? 

Mrs. Hospy. That is right. 

Senator Hitz. Well, Mr. Chairman, I do not want to take a lot 
more of the time. These rehabilitation facilities that you talked 
about—under what circumstances would you build that rehabilita- 
tion facility, not in connection with the hospital—we spoke earlier 
about the fact that the Veterans’ Administration have their rehabili- 
tation centers or facilities with the hospital, doctor. 
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Miss Swrrzer. I think that in the majority of cases they would have 
access to a hospital but ideally, when a person goes to a comprehensive 
rehabilitation center, they should be over their need for acute medical 
care insurgery. ‘The medical part of the program is medical rehabili- 
tation which is retaining of paralyzed muscles, let us say, learning 
to use and compensate for the lack of an arm or leg or something of 
that sort. And the great importance of getting away from a hospital 
atmosphere, the encouragement of independence instead of dependence 
on the hospital type of care, makes a comprehensive center like Fish- 
ersville, or some of the other centers, the workshop type of center for 
our patient, like the Hartford center, makes it more desirable not to 
be under a hospital roof. 

If hospitals would concentrate on developing good departments of 
physical medicine and rehabilitation for the use of patients when they 
are in the acute hospital situation and have the comprehensive facility 
more devoted to the combination of physical rehabilitation and voca- 
tional rehabilitation, the need of the individual, I think, would be 
more readily met. 

Senator Hix. Would be met? 

Miss Switzer. Would be more readily met. 

Senator Hixx. I have just one other thing and I shall not detain 
you further at this time and maybe after you read some of this other 
evidence you would be delighted to come back, would you not, Mrs. 
Secretary ¢ 

Mrs. Horsy. Yes, sir. 

Senator Hitx. Frankly, what disturbs me now about the program 
is the small amount of budget estimate, $50 million, and I am won- 
dering this, too, whether or not you have given any thought or con- 
cern that you might earmark these funds and then if the funds were 
not used—and we have seen where there has been very little disposi- 
tion to come in and build, perhaps, these types of hospitals—whether 
or not that might result in criticism of the program ? 

Mrs. Hoppy. Senator, we believe that they would be built. We 
have discussed that in the Department. They would be built if we 
had the earmarked funds. As I know you are well aware, the budget 
request for the present bill came up at $50 million because we had 
this program in mind. If my arithmetic is good, with the $2 million 
for 1 year, the total of this bill, if approved, and the $50 million were 
approved, would be $112 million, which I believe is the second high- 
est sum ever asked for or appropriated under Hill-Burton. 

There was, as you know, at one time, the full authorization of $150 
million, but this is, I believe, the second highest that has ever been 
requested. 

Senator Hitt. Well, of course, you realize that many cities and 
communities, we should have Dr. Cronin’s advice on this, have made 
plans for architects and expended money. Some of them have as- 
sumed financial obligations, either levied ad valorem tax or provided 
some new form or imposed some new tax burden upon themselves, or 
maybe issued bonds and are having to pay interest on those bonds 
today. In other words, they have done many things that way, and 
yet they are not able at this time to go forward with the construction 
of their facilities, their hospitals because of the fact that there is 
relatively such a small amount of Federal funds. That will become 
more acute if you only get the $50 million. 
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Mrs. Horsey. That is true, Senator, but these would be built and 
authorized on the basis of State plans and review of State needs. 

Senator Hiiz. I am speaking now not only of the four categories 
to which you have largely addressed yourself but you stated earlier 
and I certainly agreed with you that the first emphasis should come 
on general hospitals where there are no general hospitals or where 
there is a shortage of general hospital beds. 

Mrs. Hossy. That is perfectly true if you take a town or a city 
that has no general hospital and it will support one. Of course you 
know there are various standards for hospitals—a great many cities 
have fairly adequate hospital services as against communities that 
have less and less adequate. So there are all degrees of priority. Am 
I correct, Dr. Cronin, in the need for general hospital beds now? 

Senator Hiri. And that need, you see, is growing more acute all 
the time unless we do something about it because our population has 
increased, 

Mrs. Hogsy. That is true. 

Senator Hix. I believe, Dr. Cronin, you testified that we need 
about $80 million a year just to keep apace, did you not? Is that not 
in your testimony ? 

Dr. Crontn. I think you have reference, Senator Hill, to our testi- 
mony that it would take about $80 million in Hill-Burton funds. 

Senator Huw. That is right. 

Dr. Cronin. To keep up with the population increase and the 
attrition rate from wind, rain, fire, and obsolescence if the role of 
the Hull-Burton was to continue in the total Federal expenditure, of 
the national economy as one-third of all the hospital construction 
built, it would take $80 million. 

Senator Hm. We have no reason to think that there would not be 
the need for the one-third, do we? 

Dr. Crontn. The need, Senator, exists. There is no question about 
the need. It is a question basically of what can and should be done 
in this field in relationship to the total Federal administration pro- 
gram for the expenditure of money for any fiscal year. 

Senator Hm. I am talking to you as members of the Public Health 
Service. You are not representing the Bureau of the Budget, are 
you? 

Of course there is another thing with it. I do not know how long 
it will take to get these surveys and make these plans but you cannot 
start that for some months, can you? 

Dr. Cronin. That would depend, Senator, on when and if the 
money becomes available, with authorization and appropriation 
and 

Senator Hixt. You would have to get this bill passed and signed 
and that all takes time as we know. Then we have got to come back 
to the Appropriation Committee and get your money actually carried 
in the appropriation bill and get that signed. These appropriation 
bills do not usually become law until the very last days of the session 
of Congress. 

Dr. Crontn. That is right. Then the money would have to be 
allotted to the States and the States would get their surveys under- 
way and in proportion to their staff capacities. 
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Senator Hiru. Not only that, but they would have to put up their 
part, too. They would so provide some means to put up 50 percent, 
you may find that some of these States will have to wait for the 
actions of their legislatures, is that not true? 

Dr. Cronin. I think that istrue. I think most all the States would 
have the authority to match these funds because they got the authority 
under Hill-Burton. 

Senator Hii. It is a question of whether they got the money. 
When I said they would have to wait for the legislature to meet. to 
get the money, so necessarily it is going to be some time even if this 
thing goes along in good fashion. ‘It is going to be some time before 
you can get this money, is that not right ? 

Dr. Crontn. I think about 6 months would be the earliest the States 
would get their surveys completed. 

Senator Hitz. That would mean if they had the money now and 
were ready to go to work, it would take 6 months to get the survey ? 

Dr. Crontn. That is right. 

Senator H1rxz. But before they could start the survey they would 
have to put up their half of the money, would they not ? 

Dr. Cronin. That is right. In the chronic-disease areas they prob- 
ably could move a little faster than that because they now have their 
chronic surveys. 

Senator Hix. I am wondering if Mrs. Hobby would not get us a 
little more money. 

Mrs. Horsy. Could I take you over to the Appropriations Commit- 
tee, Senator Hill? I think you would be very effective. 

Senator Hix. My dear lady, I am a member of that committee and 
if you will send me a budget estimate as a member of that committee, I 
will just tell you and I will get that money, you and I together, will 
get that money. 

Dr. Cronin says they move forward in this chronic-disease area, so 
there is no question but what you can go right ahead under the existing 
act, Can’t you get us a little more money, Mrs. Hobby ? 

Mrs. Horpy. I will take it under advisement. 

Senator Hii. This $50 million is the smallest amount of money 
that has ever been carried in the budget estimate. 

Mrs. Horsy. I cannot quite agree with that because we had this bill 
in mind to introduce, to meet the need as we saw it at this time—that 
chart, I think, does it very neatly. In thinking just of the hospital 
survey or the health needs of the Nation, as you know better than I, 
they change from year to year. After an examination of what it cost 
a person to stay ina general hospital, in a chronic hospital, and in a 
nursing home, and after looking at the chart showing how many more 
days a person past 65 stays in the hospital, we thought it incumbent on 
us to find some way of reducing the cost to the person past 65 who has 
to stay in such a long time. 

Senator Hixx. I join wholeheartedly with you in reducing the cost 
per person, but if we are going to get these beds that we need for gen- 
eral hospitals, mental hospitals, and for chronic hospitals, because 
we can go to building chronic hospitals even now. But we need some 
more money. $50 million, you see, the act as originally passed author- 
ized $75 million, then we raised it up to $150 million and had that for 
1950 and then, of course, the Korean war came on and it was necessary 
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to cut out the appropriations which we did to $8214 million, then $75. 
Then last year the budget estimate was only for $60 million when as 
you know we had a big battle. The Senate put it at $75. It finally 
came out of conference with the House to $65 but now to go down to 
$50 is awfully low. 

Mrs. Hogssy. If you were to add $20 annually for the chronic, you 
would have $70 million in now. 

Senator Hm. Will you get us that $20, Mrs. Secretary ? 

Mrs. Horry. You come with me to your own committee and I would 
not be surprised if you could do it by yourself. 

Senator Hirx. You could assure it, I think. Couldn’t you get us 
a budget estimate ? 

Mrs. Horry. Sir, you know the budget estimates are already up. 

Senator Hiiu. I know, my dear Mrs. Secret: ry, your tremendous 
influence with the President of the United States and it is the Presi- 
dent’s budget, too. When he deals with the Director of the Budget, 
I want a supplemental estimate up there for $20 million or whatever 
it may be, whatever it comes to. He isthe Commander in Chief on the 
budget just as he is in other things. 

Senator Purreti. Mr. Rockefeller had something to say. 

Mr. Rockrretter. Senator Hill, it seems to me that the record here 
might bet a little misleading if we speak of this as the lowest budget. 
in history for this program. You mentioned $50 million and that is 
only for part of the program. It is the second highest budget esti- 
mate and the request from the President on the record for his—— 

Senator Hitt. Mr. Secretary, I would have to say this to you, that 
as of now, although the Budget talks about the fact that it will submit 
these additional budget estimates, they are not in the budget as of 
now. 

Mr. Rockere ver. They are in the President’s budget. 

Senator Hiii. The facts show that it is going to be some time, bound 
to be some time before you get any of this money. 

Mr. Rockereiier. The $112 million is in the President’s budget 
as sent to the Congress. That is the figure that I think you should 
be considering here, not the $50 million. 

Senator Hitz. I happen to be on the Appropriations Committee and 
I have checked this pretty carefully. He speaks about the fact that 
it is the intent—I will use that word—about sending these estimates 
up but they are not in the budget as of now. 

Mrs. Hoppy. There is a difference. You are talking about one thing, 
Senator Hill is talking about another. I know what Senator Hill 
is talking about. The actual budget which came up is $50 million. 
However, in the elective part of the budget where the President refers 
to this legislation, and I have forgotten what page it is on, page 706 
of the proposed for later transmission, is the figure we outlined here. 

Senator Hiv. For later transmission. 

Mrs. Horpy. But there is no other way to do it, is there ? 

Senator Hitt. Yes, there is a way to do it and that is to send your 
budget estimate up now under your existing law. You see, you have 
got up to $150 million authorized now. He could send the budget 
estimate up and could ask for $150 million right now. 

Mrs. Hossy. I know that is true, but we wish to do it on the basis 
of need as we now see it, Senator. 
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Senator Purrreitzi. I wonder, Senator Hill, if the Bureau of the 
Budget might have read that, the Journal of the American Hospital 
Association’s issue of January 1954 in which they say: 

In an opinion poll of the American Hospital Association house of delegates, 
members forecast A Road Ahead— 
the article is A Road Ahead and I am quoting from it. They said in 
part: 

For the most part, members of the house of delegates were of the opinion 
that a shortage of beds in rural areas no longer exists. Many of them felt, 
however, that in rural areas where small hospitals are built it might have been 
more wise to have established a rural health center and to channel hospital 
patients to urban areas where more adequate diagnostic and treatment services 
were available and the respondents also frequently cited too low occupancy 
rate in smaller hospitals in rural areas. 

The delegates of one Southwest Central State summarized the 
opinions of those who believe that there is no shortage of beds in 
rural areas by stating—and I quote: 

Occupancy in hospitals in this State is reported to be extremely low, except 
in the larger cities. This would indicate that new beds provided by Hill-Burton 
funds should be added in the cities rather than in the outlying districts. There 
is no doubt that medical service has been improved in the outlying areas because 
of the Hill-Burton funds, and the activities brought about in the rural districts 
to obtain better facilities for the doctors in those areas. But it seems that 
this is perhaps the time when the saturation point should be considered and 
determined as nearly as possible. 

There is another matter in the article but I thought those might be 
pertinent. 

Senator Hu. I think that is pertinent, but I think that the various 
charts and figures that Mrs. Secretary has shown here today show the 
need for these other things. According to her figures you have a need 
now for 200,000 general hospital beds, 350,000 mental hospital beds, 
40,000 TB beds, and 240,000 chronic disease beds. 

On tomorrow, I understand, we will have the representative of the 
American Hospital Association here. 

Senator Purretu. Yes, Senator. 

Senator Hux. I think you will find that if we ask him the question, 
he will very strongly advocate an increase in the $50 million. What 
I was seeking to do was to get this thing started now. Why wait? 
We can start now. We have the authority. 

Mrs. Horpy. I do not know exactly how you could get started when 
experience has been that the people have not made application for the 
chronically ill. And watching it develop, we thought the only way to 
get them to do it was to earmark the funds for it. It is perfectly 
true that under the law now, they could be built. But we believe they 
would not be built unless we earmark the funds. 

Senator Hr. I think in view of the history that has happened here, 
this present bill and all this testimony and everything, that if you had 
additional funds, that you of the Public Health Service would be well 
justified in seeking more chronic hospital beds in your States. Then 
another thing about it, even with that, I want to say this, and I want to 
emphasize this, I put that emphasis that you did, my dear Mrs. Secre- 
tary, on the general hospital beds. In your own figures, your own 

gures 





Mrs. Hopsy. We could not deny, Senator, that there is need for—— 
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Senator Hix. The chronic need today and when you talk about $50 
million, knowing that so many of these communities have put burdens 
upon themselves, taken all kinds of steps to build these hospitals and 
then we get this little small sum of $50 million for that purpose. You 
see, your hospital beds, including your chronic disease beds, you have 
got approximately some 600,000 beds according to your own figures. 
So, I was hoping maybe you would go to President Eisenhower and 
ask him to tell Mr. Dodge to send up a budget estimate for a little more 
money. 

Mrs. Hossy. Thank you very much for your counsel. 

Senator Hitz. Would you think it over? 

Mrs. Hogsy. Yes, sir, I will think it over. 

I want to express my deep appreciation to the chairman for his 
great patience here and also to the other members of the committee. 

Senator Hitz. Also I want to thank Mrs. Secretary and members 
of the Public Health Service who have been patient. I might say 
this, after getting this thing further, I may have some more questions, 
Mrs. Secretary. 

Let me ask you one other question while you are here. I introduced 
a bill way last year and it was sent down to your Department for com- 
ment and in fact there were three of those bills, I believe. The bill I 
introduced was Senate 93, a bill dealing with health and health in- 
surance, sent down on January 26, 1953, on which there has been no 
comment. Then I think, tomorrow, Mr. Chairman, I believe Senator 
Humphrey is coming on his bill, S. 1052. That bill went out on 
February 21, 1953, which is over a year ago. We have had no comment 
from your Department, I understand. Then the Flanders-Ives-Nixon 
bill—the Vice President was in the House and he introduced it in the 
House—in 1953. I think we have had no comment on those bills. 

I wonder if we might not have some comment from your Depart- 
ment on those bills. 

Mrs. Hoppy. Senator, I feel very badly that your committee has 
not. Asa matter of fact, to be perfectly frank with you, I would just 
have to say that we have had so much work we could not get to all of 
it. And I apologize for my part of the staff because they work the 
clock around and, as you well know, there are limitations to the num- 
ber of hours in the + a and to physical endurance. We do hope to 
have shortly, I think it is in the process, a report on Senator Humph- 
rey’s bill, S. 1052, and the Ives-F landers bill, which, as you know, is 
quite an extensive one requiring the greatest kind of care. We do get 
so many demands from the various committees in the Senate for im- 
mediate and almost deadline reports on bills they are hearing. This 
is just my apology to the committee, and a very sincere one, for not 
being able to keep up with all the bills on which we have been asked 
to report. 

Senator Hiri. Have you had your personnel reduced much, your 
staff? 

Mrs. Horny. Legal counsel ? 

Senator Hitz. I mean your whole staff. 

Mrs. Hossy. No, sir, we have not. 

Senator Hux. I thought you might have had reductions in your 
budget, too. 

Mrs. Hossy. We were very fortunate, as you know. We were made 
a Department this time. I have forgotten—I would hate to put it in 
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the record—but I believe at one time we had over 900 bills for study. 
I would like to correct the figure, if it is wrong. 

Senator Hm. Mr. Chairman, I imagine that Mrs. Secretary will 
want to give us some testimony sometime or some estimates sometime 
on the Humphrey bill because Senator Humphrey will be here tomor- 
row on that bill. 

Senator Purret.. I am advised that we have not been advised that 
he will be here tomorrow. 

Senator Hitz. Has he been advised to be here tomorrow ? 

Senator Purreiy. Yes. 

Senator Hi. That means that if he does not come tomorrow, he 
will come in at a later time. 

Senator Purre.yi. That is correct. 

Senator Hinxn. Of course we will have the bill before us and we will 
have to see it. 

I would like to put in the record, Mr. Chairman, the budget estimates 
we have been talking about on health. I would like to put them in 
the record. 

Senator Purreiy. So ordered. 

Senator Hitz. Thank you. 

(The budget estimates referred to are as follows :) 


ITEMIZED BuDGET CUTS 
APPROPRIATIONS ASKED FOR 1955 


1. The Department of Health, Education, and Welfare: A cut of $57 million. 
1954, $1,863,000,000 ; 1955, $1,806,000,000 (budget, pp. A9 or 644). 

2. Social security, welfare, and health: A cut of $62 million. 1954, $1,919,- 
000,000 ; 1955, $1,857,000,000 (budget, p. M60). 

3. Office of Education: A cut of $388 million. 1954, $160,295,611; 1955, 
$121,601,500 (budget, p. 646). 

And as regards health: 

4. Total funds for Public Health Service: A cut of $41 million. 1954, $2382,- 
830,950 : 1955, $191,463,000 (budget, p. 647). 

5. Funds for venereal disease control: A cut of $2.7 million (54 percent). 1954, 
$5,000,000 ; 1955, $2,300,000 (budget, p. 646). (Of course, we’re conquering V. D., 
but not at a rate of 54 percent a year.) 

6. Funds for tuberculosis control: A cut of $24% million (42 percent). 1954, 
$6,000,000 ; 1955, $3,500,000 (budget, p. 646). (Same comment.) 

7. Funds for control of communicable disease: Cut more than half a million 
(though I haven’t heard that the common cold has been licked yet). 1954, 
$5,009,000 ; 1955, $4,397,000 (budget, p. 646). 

8. Funds for the going vocational-rehabilitation program: Cut $3.8 million. 
1954, $23,658,100; 1955, $19,825,000 (budget, p. 646). (They say they will ask 
8 million more if new legislation is passed.) 

9. Funds for hospital construction: Cut $15 million. 1954, $65,000,000; 1955, 
$50,000,000 (budget, p. 646). (Here again they say they will ask 60 million more 
if legislation is passed. But since 150 million is already authorized, the Presi- 
dent could have asked for 110 million instead of 50 million without new legis- 
lation.) 

10. Funds for Medical Research: At first glance, the budget would seem to in- 
dicate that the administration is adding some $30,000 to funds for medical re- 
search under the National Institutes of Health. Upon examination, however, it 
becomes apparent that grants made by the Institute for general medical research, 
for detection and for special cancer control projects have actually been cut by more 
than $2 million. This does not show up readily in the budget because $2,365,000 
have been added for direct operations at the new clinical center out in Bethesda. 
The fact is that when the Congress authorized the building of that center we 
knew it would cost over $2 million to operate after it was built.. We intended 
that that $2 million be added to the funds being spent for research. We ex- 
pected that the administration instead of cutting research grants by $2 million 
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would come before the Congress to ask for $2 million additional. Since they did 
not, we should have it clearly understood that a good deal of the money which at 
first glance would seem to be going for research is in fact going for housekeeping 
out at Bethesda. Specifically, almost half a million dollars of the $2 million I 
have referred to is charged to the housekeeping section of the National Institutes 
of Health. Over $400,000 is charged to service operations, and over $100,000 is 
to be spent for laundry. Now, I know that all of these services are essential to 
the operation of the fine new center we have built. But I don’t want anyone to 
get the impression that funds for cleaning approximately 1 million square feet 
of floor space out there, or for washing 1,900 windows (and I don’t know how 
often they wash them) are funds for medical research. 

Conclusion: What on radio and television may sound like a “dynamic, progres- 
sive, forward-looking program” in the field of health, education, and welfare 
turns out, when we look at the hard facts as set forth in the budget, to be a 
dynamically, progressively, backward-moving program. 


Senator Purrett. Have you other questions, Senator ? 

Senator Hitz. No, I want to thank you again, Senator, and I want 
to thank you, Mrs. Secretary, and all of those who have been very pa- 
tient this morning. 

Senator Purrett. I want to thank you for helping us because the 
questions developed much what we will need in this record and I know 
it is going to be helpful to our colleagues on the committee and I want 
to thank you for the way in which information has been developed. 

Mrs. Secretary, I want to thank you and your associates for coming 
up here and helping us and you have been a very great help to us and 
I want to compliment you again on the way in which your facts were 
presented. I want to tell you that your whole statement including the 
change made today and including the charts, and I would like to have 
that clear , the charts will become part of the record. 

Mrs. Horsy. Sir, may I ask that this chart that we introduced at 
the last minute which we did not use as a part of the chart talk be in- 
cluded in the record ¢ 

Senator Purrety. Is it not in your prepared statement ? 

Mrs. Horsy. No, sir. 

Senator Purretn. It will be included if you will supply us with 
something for the record. 

(The statement and new chart referred to are as follows :) 


STATEMENT BY Oveta CuLP Hospry, SECRETARY OF HEALTH, EDUCATION, 
AND WELFARE 


Mr. Chairman and members of the committee, I appreciate the privilege of ap- 
pearing before you today in support of S. 2758, which was introduced by the chair- 
man of your committee to implement one of President Eisenhower's principal 
recommendations for progressive health legislation. This bill relates to the con- 
struction of hospitals and related health facilities. Our testimony will also en- 
compass the provisions of H. R. 8149, a bill passed by the House last week which 
is identical in most respects. 

As your subcommittee chairman has indicated, the legislation you are con- 
sidering this morning is part of an integrated health program proposed by the 
President in his special message to the Congress of January 18. The schedule 
of hearings arranged by your subcommittee will provide an excellent opportunity 
for thorough consideration of each proposal contained in the President’s program. 

The recommendation that the Hospital Survey and Construction Act be broad- 
ened is the first of these proposals which you have selected for discussion. The 
hospital survey and construction program, generally known as the Hill-Burton 
program, is one of the most successful health programs ever undertaken by the 
Federal Government in cooperation with the States. A large measure of credit 
for its success belongs to your committee, which played such a prominent role 
in the enactment of the original Hospital Survey and Construction Act in 1946, 
The soundness of the program was reaffirmed by the Congress in 1949 when it 
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expanded the program and in 1953 when it extended its duration through the fis- 
cal year 1957. 

The essential features of the Hospital Survey and Construction Act are well 
known td your committee. Briefly, the law provides that each State and Terri- 
tory, as a prerequisite to obtaining Federal aid, shall prepare and keep current 
a survey of its existing hospitals and public health centers and of its needs for 
additional facilities. On the basis of this survey, the State develops a plan, or 
program, for additional construction where it is most urgently needed. 

Out of such sums as are appropriated annually by the Congress, allotments 
are made to the States and Territories to assist in the construction of hospitals 
in four major categories—general, mental, chronic disease, and tuberculosis— 
as well as for public health centers. 

Progress under the program to date has indeed been very satisfying. We can 
now report that 2,200 projects have been approved, utilizing $600 million of 
Federal funds and a billion and a quarter dollars of State and local moneys. A 
total of 106,000 hospital beds, 446 public health centers, and many related health 
projects—such as nurses’ training facilities and laboratories—are being added 
to our health resources. Nevertheless, there still remains much to be done. 

Our greatest need today lies in the area of facilities for the chronically ill. 
By far the greatest percentage of construction under the program thus far has 
been in the general hospital category. As a consequence there has been a na- 
tional net gain in the number of acceptable general hospital beds since 1948, 
when construction under the program commenced. During this same period, 
however, there has been a net loss in the number of acceptable hospital beds for 
the care of patients with chronic diseases, including cancer, arthritis, and heart 
disease. Thus—as valuable as the present program is—it has not, to date, pro- 
vided a balanced answer to our Nation’s needs for hospital and health facilities. 

Before turning to the provisions of 8. 2758, Mr. Chairman, I should like to 
ask Dr. Scheele to present some additional background information in graphic 
form. 

BACKGROUND CHARTS 


Chart A—Results of program to date; 1947-53 

Chart A shows the accomplishment of the hospital survey and construction 
program from its beginning in 1947 to 1953. <A total of 106,000 hospital beds 
have been built or are under construction with Federal support. These are 
divided among 4 categories as follows: General medical and surgical, 86,000 
beds; mental, 11,000; chronic disease, 3,000; tuberculosis, 6,000. 

In addition, 446 public health centers have been constructed, as well as many 
other supporting facilities such as diagnostic centers, State health department 
laboratories, premature nurseries, outpatient departments, and nurse-training 
facilities. 

Chart B—Acceptable hospital beds, 1954 

Chart B shows the actual number of acceptable beds in the United States 
today, as determined by State surveys, in the four categories. The chart also 
shows (by the light segment in the middle of each bar) the number of beds that 
have heen added under the hospital survey and construction program; i. e., the 
same data as shown on chart A. The upper part of each bar shows the unmet 
need in each category. Overall needs in each category are based on formulae 
contained in the original Hospital Survey and Construction Act. 

This chart shows that the greatest degree of unmet need for hospital beds is 
for patients with chronic illness. 


Chart C—Evisting and needed hospital facilities 

Chart C is similar to chart B, but is in terms of percent of total needs rather 
than absolute number of beds. Taking the total number of beds needed in each 
of the 4 categories as 100 percent (the top of each bar), it shows, by percent, 
(1) the additional beds provided under the Hospital Survey and Construction 
Act, and (2) the remaining unmet need. 

While there is a large remaining element of need in each of the four fields, 
the relative need in the area of chronic disease hospitals is by far the greatest— 
88 percent. 


Chart D—Increasing aged population 

The need for more chronic beds is intensified by the aging character of our 
population. Chart D shows that in 1900, when the population of the United 
States was 76 million, the number of persons over 64 was only 8 million. In 








PRESIDENT’S HEALTH RECOMMENDATIONS 75 


1951 the population of the country had doubled to 151 million, while the number 
of people over 65 had quadrupled to 12 million. 

Chart D also shows that life expectancy over the same period has increased 
from 49 years in 1900 to 68 years in 1950. 
Chart H—Chronice disease rise; infectious diseases decline 

The aging character of our population is contributing to a change in the inci- 
dence of a number of common diseases. Chart E shows that, since 1900, the 
incidence of communicable diseases, such as tuberculosis, influenza, and pneu- 
monia have shown a gradual decline, On the other hand, certain chronic diseases, 
such as cancer and heart disease, have shown a steady increase since 1900. 

This chart illustrates the need for more emphasis on facilities for the care of 
long-term illness. 


Chart F—Days of hospital care for aged persons, 1951 

Chart F shows the greater need for hospital care in the older age group. For 
the population under 65 years of age the requirement for hospital care in 1951 
was 1,045 patient days per 1,000 persons, or slightly more than 1 hospital day 
per person per year. In the age group over 65 the requirement was more than 
double that number, namely, 2,051 patient days per 1,000 population, or slightly 
more than 2 hospital days per person per year. 

Chart G—Operating costs 

Chart G shows the marked differential in operating cost between short-term 
illness general hospitals on the one hand, and long-term chronic hospitals and 
nursing homes on the other hand. 

In the short-term general hospital the average operating cost is $18.35 per 
patient day; in the chronic disease hospitals, the cost drops to $6.63 per patient 
day, and in nursing homes the cost, while varying widely among individual 
homes, ranges from $2 to $8 per patient day. 
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It seems to me that we can draw three conclusions from this information that 
Dr. Scheele has just presented: First, what has been done so far in improving 
and expanding our hospitals has been especially inadequate with respect to beds 
for the chronically ill; second, our shortage of chronic beds is expensive, for it 
has led to the crowding of chronically ill patients into our general hospitals, 
which are the most costly to operate and which are needed for patients with 
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acute conditions; third, the relative demand for chronic facilities will continue 
to rise in the future because of our aging population. 

A fourth conclusion, although not specifically illustrated in the charts them- 
themselves; is that the need for institutional bed care must be minimized by 
placing greater emphasis on preventive health services. Under the present pro- 
gram relatively little attention has been given to outpatient departments of 
hospitals and other centers for the diagnosis and treatment of ambulatory 
patients, that is, those who do not require bed care. Such diagnostic and treat- 
ment clinics are essential if our communities are to have well-balanced medical 
services at a cost which they can afford. 

The bill you are now considering contains five major proposals, in accordance 
with the President’s recommendations, for achieving a better-balanced program. 


1, SURVEY AND PLANNING 


Following the precedent of the original Hospital Survey and Construction 
Act, the bill authorizes an appropriation of $2 million, to remain available until 
expended, for grants to assist the States in surveying their existing facilities 
in the categories covered by the bill, and in developing revised State plans and 
construction programs. The minimum grant to any State for this purpose 
would be $25,000. Every State would be required to match these funds on a 
dollar-for-dollar basis. 

The importance of this survey and planning feature in assuring the sound in- 
vestment of construction funds cannot be too strongly emphasized. The sur- 
veys made under the original act have contributed greatly to the success of the 
program. For the first time in the Nation’s history each State and Territory 
undertook an orderly inventory and appraisal of its existing hospital and 
public-health center facilities, and developed a comprehensive Statewide plan 
for exapnding and improving these facilities in accordance with the most urgent 
needs. These State plans will need to be revised to conform to the provisions 
of S. 2758 since 3 of the 4 construction categories covered by the bill are new 
or broadened. 

2. FACILITIES FOR THE CHRONICALLY ILL 


For each of the 3 remaining fiscal years of the present program, the bill 
would authorize appropriations of $20 million specifically earmarked for grants 
for construction of nonprofit hospitals for the chronically ill and impaired. In 
terms of program categories, this provision is new only in emphasis, for such 
facilities are now authorized under the present act. 

The purpose of this new emphasis is to stimulate and accelerate the construc- 
tion of hospital beds for the increasing number of persons with long-term ill- 
nesses who require hospitalization, but who do not need care in facilities as 
expensive to construct and operate as the general hospital. 

While the language of the bill refers to “hospitals for the chronically ill and 
impaired,” it should not be inferred that these will always be institutions 
independent of general hospitals. On the contrary, it is probable that many of 
the units constructed with the aid of these grants will simply be wings or other 
structures related to a general hospital. In one recent study of 2,600 general 
hospitals having 50 or more beds, only 3 percent reported that they had special 
facilities or arrangements for chronic care. This percentage must be increased 
markedly if we are to promote better bed utilization and operating economy. 


8. NURSING HOMES 


The third major proposal of 8. 2758 is the authorization of $10 million annu- 
ally for grants for construction of nonprofit nursing homes in which patient 
care is under medical supervision. Nursing homes would constitute an en- 
tirely new program category, since aid for the construction of such facilities 
is not provided under the present program. 

This proposal represents an auxiliary approach to the provision of beds for 
patients with chronic illnesses and impairments. The bill defines a nursing 
home as “* * * a facility for the accomodation of convalescents or other persons 
who are not acutely ill and not in need of hospital care but who require skilled 
nursing care, and related medical services * * *.” 

From this definition it is clear that the bill would not encompass old-age homes 
or any other institution furnishing domiciliary care without the essential 
elements of skilled nursing or medical services. 
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That the bill is confined to nonprofit nursing homes does not mean that nursing 
homes of this type are the only necessary or desirable ones. We are well aware 
that there are many thousands of proprietary nursing homes now in existence. 
It is not our intention to overlook or detract from the fine work being done by 
appropriately staffed and equipped proprietary nursing homes. They are 
rendering the Nation a laudable service in caring for their patients. However, 
there can be no doubt as to the need for additional high-quality nursing homes. 
Here as in the case of all other facilities covered by the present act and by the 
bill, it seems appropriate to limit eligibility for Federal construction funds to 
those which are sponsored by public or other nonprofit agencies or associations. 
Nothing in the bill would authorize or permit Federal ownership or operation of 
any nursing home. 


4. DIAGNOSTIC OR TREATMENT FACILITIES 


In addition to the authorizations for the construction of facilities for inpatient 
care, the bill also authorizes $20 million annually for the construction of nonprofit 
diagnostic or treatment facilities. A diagnostic or treatment center is defined as 
one for the diagnosis or treatment, or both, of ambulatory patients. Because such 
facilities are designed to serve ambulatory or outpatients, and to emphasize 
prevention, they help to decrease the need for inpatient care. 

This type of facility enables medical specialists and technicians to work 
together as a team. It is a well recognized fact that the team approach results 
in earlier diagnosis and better treatment for the patient. 

The full extent of the need for diagnostic and treatment centers is unknown, 
and will remain so until such time as the States have completed their surveys 
and have established measures of need. We do know that such diagnostic and 
treatment facilities as now exist are concentrated largely in metropolitan areas 
and are generally associated with large medical centers. 

While many of the centers constructed under this provision of the bill would 
be component parts of hospitals, others may be separate establishments. Indeed, 
communities which have no hospital at all could build and maintain modern 
diagnostic and treatment centers for their own citizens and for those of sur- 
rounding rural areas. 

This portion of the bill would broaden the existing act, because facilities for 
ambulatory patients are presently eligible only when they are component parts 
of a hospital—as in the case of an outpatient department. 





Rehabilitation facilities 


The final item in this five-point program is the authorization of $10 million 
annually for grants for construction of nonprofit rehabilitation facilities. 
Because the objectives and background of this particular proposal are somewhat 
different from the four I have already discussed, I should like, with your permis- 
sion, Mr. Chairman, to discuss this part of the proposed program at a later 
point in my testimony. 

At this time it may be helpful to have Dr. Scheele supplement, with the help of 
several charts, this explanation of the first four points of the bill. 


CHARTS RELATING TO FIRST FOUR PROPOSALS 


Chart H—Proposed amendments to broaden Hospital Survey and Construction 
Act 

Chart H summarizes the five major proposals of S. 2758. 
Chart I—Facilities under consideration 

Chart I illustrates the types of facilities now under construction under the 
Hospital Survey and Construction Act, and the relationship of the proposed cate- 
gories to these present facilities. The present categories are general, mental, 
chronic, and tuberculosis hospitals, outpatient facilities, and health centers. 

The proposed program would earmark additional funds specifically for chronic- 
disease hospitals—a category already authorized but for which there has been 
relatively little construction. The proposal would also authorize three new types 
of facilities—the nursing and convalescent homes, diagnostic or treatment cen- 
ters, and rehabilitation facilities. 


Chart J—Annual cost of proposals for next 3 years 


The first proposal calls for $2 million for survey and planning purposes. This 
is a one-time appropriation and would be available to the States until expended. 
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The $60 million proposed for the other types of facilities, as indicated on the 
chart, would be an annual appropriation for each 3 years through fiscal 1957, 
which is the last year of the program as presently authorized. 

Chart K—Construction costs 

This chart shows how the need for beds for long-term illnesses can be met more 
economically by applying construction funds for chronic-disease hospitals and 
nursing homes rather than general hospitals. 

Current general hospital-construction costs average $16,000 per bed. Chronic- 
disease hospital beds cost substantially less. When built as complete independ- 
ent units it is estimated that they will cost a maximum of $13,000 per bed. When 
built as units of existing hospitals the per bed cost should be considerably less. 

Convalescent and nursing home beds are estimated to cost a maximum of $8,000 
per bed. Here again the average cost may be considerably less. 

The $20 million proposed for chronic-disease hospitals would be matched by 
approximately $16 million of State and local funds. This will provide 2,770 
chronic-disease beds, whereas the same funds would provide only 2,250 general 
beds. 

The $10 million proposed for nursing homes would be matched by approxi- 
mately $8 million State and local funds. This will provide 2.250 nursing-home 
beds, whereas the same funds would provide only 1,125 general hospital beds. 
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From what you have just seen, I believe it is clear that the proposals described 
thus far in our presentation would provide better medical and hospital services 
to more people—with lower unit costs for construction, and with lower daily 
costs for patient care. 


5. REHABILITATION FACILITIES 


Having discussed the first four major proposals of S. 2758, let us turn now to 
the fifth proposal—the construction of rehabilitation facilities. 

Rehabilitation is the process of restoring a physically handicapped person to 
the point where he can either take care of himself in the home, or even better, 
assume a position in productive employment. The latter is called vocational 
rehabilitation. 

As the President stated in his message of January 18 on the health needs of 
the Nation, considerations of both humanity and self-interest demand imme- 
diate measures for the expansion of our rehabilitation programs. While, as the 
President states, “there are no statistics to portray the full depth and meaning 
in human terms of the rehabilitation program,” nevertheless it also has a very 
practical dollars-and-cents meaning. Rehabilitation for self-care is an impor- 
tant step in relieving the economic burden on families and the patient load 
in hospitals and nursing homes. Rehabilitation for employment has a direct 
effect in reducing governmental relief expenditures in those instances where 
disabled persons are receiving public assistance. Furthermore, as a group, dis- 
abled persons who have returned to work will, during their remaining work- 
lives, more than repay the cost of their rehabilitation through Federal income 
taxes. 

In the area of vocational rehabilitation, the President’s health message calls for 
a vastly expanded program—a goal of 200,000 rehabilitants annually by 1959 
as compared with the present 60,000. If these goals are to be met, two major 
steps must be taken. First, our total rehabilitation facility capacity must be 
greatly enlarged; and second, we must have more trained personnel and in- 
creased financial support for providing rehabilitation services. 

The bill we are now considering seeks to meet the first of these objectives. 
S. 2759, scheduled for consideration by your committee at a later date, is designed 
to achieve the second objective. 

The bill defines a rehabilitation facility as one which is “operated for the 
primary purpose of assisting in the rehabilitation of disabled persons through 
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an integrated program of medical, phychological, social, and vocational evalua- 
tion and services under competent professional supervision. * * *” 

Under the present act rehabilitation facilities are eligible for Federal con- 
struction aid only if they are part of a hospital. This bill would extend 
eligibility to include separate facilities. 

It should be noted that the rehabilitation facilities contemplated in the bill 
would be available to all disabled persons of the community—children, aged, 
and others—irrespective of whether they are being rehabilitated for employment. 
Thus, these facilities would not be limited to persons coming within the scope 
of the Federal-State vocational rehabilitation program. 

The legislative proposal before you includes rehabilitation facilities for the 
blind. Although the medical services required by the blind are often less exten- 
sive than those required by other disabled persons, the adjustment training 
conducted in these centers for the blind is a crucial part of their rehabilitation. 

The construction and planning of rehabilitation facilities is in the develop- 
mental stage. It is too early, therefore, to be precise in presenting the actual 
needs or the extent to which the $10 million authorized in S. 2758 would meet 
these needs. The survey provided for in the bill will give us these facts. 

I will now ask Mr. Kimball to present charts showing the present status of 
our rehabilitation facilities and illustrating our proposal. 


CHARTS RELATING TO FIFTH PROPOSAL 


Chart L—Comprehensive rehabilitation facilities lessen hospital load 


Chart L is designed to illustrate, in pictorial fashion, the point that the load 
in hospitals can be materially reduced through use of rehabilitation facilities. 
Many can be rehabilitated for employment. Others can be made capable of self- 
care at home, thus reducing cost of chronic illness. Also, self-care often will 
release another member of the family for employment. 

A rehabilitation facility may be located within a hospital, in a vocational school, 
or may be a separate institution. 

Chart M—Disabilities treated at a comprehensive rehabilitation facility 

Chart M lists common types of disabilities. 

Comprehensive rehabilitation facilities offering intensive and integrated serv- 
ice by a team of specialists are essential in dealing with the problems of the 
severely disabled. Those who suffer extensive paralysis of both legs, or one arm 
and one leg, for example, find it very difficult either to care for themselves or to 
work without first having the kind of service which reduces the handicapping 
effects of disablement. The fact that many very severely disabled are gainfully 
employed after receiving such service indicates how much can be done when 
facilities are available. 

Chart N—Comprehensive rehabilitation facility 

The comprehensive rehabilitation facility offers service in three basic areas— 
me‘lical, psychological and social, and vocational. Severe disability creates prob- 
lems in all three areas, and rehabilitation depends upon successful treatment of 
the whole man—not just one or another phase of his disability. Comprehensive 
facilities are distinguished also by the close integration of all services accom- 
plished through the staff and the patient working as a team. Concentration and 
intensity of service are essential. 

Chart O—Comprehensive rehabilitation facilities (map) 

The number of comprehensive rehabilitation facilities in the country is not 
large. On the basis of available information, 23 units may be so described. Even 
in these facilities the programs and patient capacities vary tremendously. Some 
have intensive programs, many kinds of services from each of the 3 basic fields, 
and care for as many as 300 patients at a time. Others have very limited pro- 


grams and provide services to perhaps only 30 patients. Large areas of the 
country have no such facilities. 


Chart P—Partial rehabilitation facilities 

Many communities, although recognizing the need for rehabilitation service of 
this type, have, because of limited funds and personnel, only been able to estab- 
lish facilities which provide a very limited variety of services. Typically, these 
have some medical services and perhaps one service in the psychosocial area. 
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They need to be expanded into full-scale facilities and to increase patient 
capacity. 
Chart Q—Partial rehabilitation facilities (map) 

It is believed that 38 partial facilities exist. Note the geographic distribution. 
Some of these partial facilities could be expanded under S. 2758 into comprehen- 
sive facilities which could handle many more patients and the more severe 
disabilities. 

Chart R—Blind rehabilitation facilities (map) 

Experience has shown that the problems of the blind are different from those 
in other groups of disabled and that special centers to meet their needs are 
desirable. The great need of the blind is to adjust to blindness. That thousands 
have done so, and lead normal and useful lives, is the best proof that such adjust- 
ment is possible. Like general centers, rehabilitation centers for the blind may 
be classified as comprehensive and partial. There are 7 comprehensive centers 
and 13 partials known at the present time. Geographic distribution is limited, 
indicating that particularly in the West and Far West blind persons do not 
have access to these facilities. 

Chart S—Vocational rehabilitation, past and proposed programs 

The President’s proposal for the expansion of the vocational-rehabilitation 
program calls for an increase in the number of persons rehabilitated from the 
present 60,000 annually to 200,000 annually by the fiscal year 1959. To meet 
this goal would require a great expansion of comprehensive rehabilitation 
facilities, 

Chart T—Facilities required for President’s vocational rehabilitation recom- 
mendations 

To accomplish the 1959 goal set by the President, it is estimated that at least 
20 percent of those served in the vocational-rehabilitation program will need to 
be referred to comprehensive rehabilitation facilities in order to accomplish their 
rehabilitation. On this basis we would need, by 1959, rehabilitation facilities 
that would serve at least 40,000 disabled persons per year under the vocational 
rehabilitation program alone. In addition, comprehensive rehabilitation facil- 
ities must serve children, aged persons, and others who need to be rehabilitated 
to self-care but who will not necessarily reenter the labor market. 

Chart U—Proposal to increase number and capacity of comprehensive rehabilita- 
tion facilities 

It is estimated that the present capacity of comprehensive facilities in the 
country is 8,000 persons per year. The precise unmet need is unknown, but it 
is known to be large. It is estimated that to construct capacity in a compre- 
hensive rehabilitation facility for one additional person per year will cost $1,500. 
Assuming that $10 million Federal funds will be fully matched by $8 million 
State and local funds, the increased capacity to be expected will amount to about 
12,000 disabled persons annually. 
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This discussion of rehabilitation facilities completes our presentation of the 
five major proposals of S. 2758. In addition to these major proposals, the bill 
includes another provision designed to stimulate State and local action in con- 
structing chronic hospitals, nursing homes, diagnostic or treatment facilities, 
and rehabilitation facilities. Under the present act the Federal share of in- 
dividual projects may vary from one-third to two-thirds of the total construction 
cost, in accordance wtih a matching formula keyed to the relative per capita 
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incomes of the States. With respect to the four categories of facilities covered 
by S. 2758, the bill provides that the Federal share may vary from one-half to 
two-thirds. In other words, the minimum Federal share would be one-half 
instead of one-third. 

In brief, Mr. Chairman, the proposals contained in the bill represent both a 
new emphasis and a broadening of the scope of the present act. They would 
add to the present act one entirely new category—nursing and convalescent 
homes. They would also broaden the provisions of the present law with regard 
to rehabilitation facilities and diagnostic or treatment centers—which are now 
eligible for Federal funds only if they are parts of hospitals. For each of these 
types of facilities, as well as for chronic hospitals, the bill would provide addi- 
tional emphasis and inducement: (1) by specifically earmarking funds which 
can be used for no other purpose, and (2) by establishing a minimum Federal 
matching ratio of 50 percent in all States. 

With the one exception relating to Federal matching ratios, the administra- 
tive and fiscal provisions of this bill correspond with those in the present 
Hospital Survey and Construction Act—including the provisions relating to the 
allotment formula; the role of the State agency; the procedures for submission 
and approval of construction grant applications; appeals to the Surgeon General 
and the Federal Hospital Council; and the applicability of minimum-wage rates 
under the Davis-Bacon Act for construction workers. 

Before concluding this statement it may be helpful to note, in summary form, 
the differences between S. 2758 and the bill passed by the House, H. R. 8149. 
As far as approach, scope, and major content are concerned, the two bills are 
identical, but there are a few points of difference: 

1. The House bill includes a declaration of purpose patterned after the declara- 
tion in the present Hospital Survey and Construction Act. We believe the addi- 
tion of such a declaration is desirable. 

2. The Senate bill would establish a statutory minimum Federal share of 50 
percent of construction costs for all projects in the categories covered by the bill. 
The House bill would authorize such a minimum, at the option of the States, but 
would not make it mandatory. Thus, under the House bill, the States could 
elect 1 of 3 matching alternatives—either of the 2 options provided in the 
present law, or the new 50 percent provision. We would have no objection to this 
amendment. 

3. With respect to eligible sponsors for the construction of diagnostic or treat- 
ment centers, the Senate bill would include any nonprofit sponsor, as well as 
public sponsor. The House bill would limit eligibility to a public body or, in 
the case of a nonprofit sponsor, to one owning a nonprofit hospital. We believe 
the broader eligibility provision of the Senate bill is preferable. 

4. The Senate bill requires that medical and related health services in the 
facilities covered by the bill must be prescribed by, or under the supervision of, 
“persons licensed to practice medicine in the State.” The House bill modifies 
this requirement by applying it only to facilities which are not connected with 
a hospital. The House bill also adds the words “or surgery” to the phrase 
“persons licensed to practice medicine.* * *” 

The objective of these changes, we understand, was to avoid possible con- 
flicts with State licensure-law provisions, with particular respect to osteopathic 
physicians. We are in agreement with this objective, and some such modifica- 
tion of the Senate bill would appear desirable. 

5. The House bill contains a provision permitting two or more States to pool 
funds from their several allotments for the construction of facilities which 
will operate on an interstate basis. This provision could well be useful in some 
cases—particularly with respect to rehabilitation facilities. It would therefore 
seem to be an appropriate amendment. 

6. The Senate bill adopts the same 20-year limit provided in the present act 
with respect to recovery of Federal funds in the case of facilities no longer 
operating on a nonprofit basis. The House bill contains no such limitation and 
would delete the 20-year limit from the present act. We believe that this 
indefinite extension of the recovery authority is not needed and might give rise 
to a number of administrative and legal difficulties. We would therefore strongly 
recommend retention of the 20-year limit in the Senate bill. 

7. The Senate bill contains a provision, 10t included in the House bill, relating 
to projects which are eligible under both the existing law and one of the new 
categories. This provision would permit payments for such projects to be made, 
at the discretion of the States, either from allotments under the existing author- 
ization or from the appropriate allotment under the new amendments. 

46293—54—-pt. 1——-7 
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We believe the flexibility permitted by this provision in the Senate bill woula 
be advantageous to the States and would better promote the purposes of the bill. 

This, Mr. Chairman, concludes our testimony in support of S. 2758, a bill de- 
signed to broaden and improve an existing program which has become a model of 
effective Federal-State cooperation in the advancement of community health 
services. On the solid base of the existing programs it would add a five-point 
plan for constructing the kind of health facilities which our communities most 
urgently need, and which they can most efficiently and economically maintain. 
It is a bill which, we believe, would make a real contribution toward better 
health care for thousands of our fellow Americans. We therefore urge favorable 
consideration of the bill by your committee. 
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Senator Purre.ty. The committee will stand recessed until 10 o’clock 
tomorrow at which time we will have as witnesses Mr. George Bublich, 
executive director of the American Hospital Association; Dr. John 
M. Farrell, executive secretary of the North Carolina Medical Care 
Commission ; Dr. John J. Burke, executive director of the New York 
State Joint Hospital Survey and Planning Commission; and Mr. 
Richard C. Parmelee, attorney for Connecticut Private Hospital Asso- 
ciation. 

If there is nothing further to come before the committee at this 
time, we will stand in recess until tomorrow morning at 10 o’clock. 
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(Senator Murray subsequently submitted the following tables:) 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
PUBLIC HEALTH SERVICE, DIVISION OF HOSPITAL FACILITIES 


Tentative allotments to the States and Territories for the fiscal year ending 
June 30, 1955, under the Public Health Service Act (title V1), as amended 


Allotment? Allotment4 
Weta) cncccceenwcs $50, 000, 000 | Nevada_____.__.______--_. ? $200, 000 
——————| New Hampsbhire__-__~_-- * 200, 000 
ROE Si enctcccciiaes i, 707, 262 | New’ Jeraey..a-22- << 2.- 982, 163 
SIE escisenitstiniiapeneaebes 318, 951| New Mexico..-..._--__ 306, 419 
BPMRNNOR. oct oe euce 1 Gru, cen l ew SOR. 2, 216, 391 
NI cnet iriaicnitiadeccdeibs 2, 061, 436 | North Carolina__.___--___ 2, 198, 833 
CONSTR OC an 420,976 | North Dakota __-__-_____ 216, 631 
Ce eOt. cccsasasne See ee 2 Se oe ane oo 1, 983, 365 
IID cietidicewicateceee 2200, 000 | Oklahoma _____-_________ 988, 552 
District of Columbia______ "O00; Gan | Ce ote 423, 925 
RUD toiiccncatntesneeees 1, 249, 954 | Pennsylvania _.._-.-_- 2, 765, 832 
ine tnn coe 1, 801, 115 | Rhode Island ......----.. 204, 591 
ae Pe eee 215, 009 | South Carolina__.________ 1, 237, 570 
SN ccasssuclanias ceased Solis 1, 584, 779 | South Dakota__-.._____ 224, 887 
RIDE stances eres cieeas o; See Ge © See 1, 692, 800 
OS I fi UE ten ee ee ee es 2, 918, 280 
Pee ne Ee es eer re, 3 ace 262, 729 
NII 3.6. nen >, ee ee | ee 8 er 2 200, 000 
ROI spies 8 So 2 eee ee 1, 479, 068 
Maine_____ inal Gece baneateeanae $58,513 | Washington ......________ 561, 826 
pera nS a 632, 447 | West Virginia________.__. 908, 593 
Massachusetts _.___._____ 1, 121, 096 PI scorns ari concetencecaranntn 1, 002, 214 
mleneee. o Sciebaenen 1, 610, 580 0 SE aia Nancecnerenssreeytenimaininn 2 200, 000 
Minnesota____._____- arms 000; 310) TA. i eer 7 200, 000 
nies 2S 8 88 et 8 is > 7 ORR Bs er ee eee ie 2200, 000 
I iii nitmaie sa cei 1, 285, 211 | PMOL Tie Ois — cccniowe ns 1, 469, 731 
ON i i ee ? 200,000! Virgin Islands__._._____- 15, 726 
prota 405, 889 





1Based on: (a) Total population of the continental United States and Territories as 
of July 1, 1952, as estimated by Bureau of the Census. (Series P 25, Nos. 84 and 76.) 
(bv) Allotment percentages for the fiscal years 1954 and 1955, as promulgated in the 
Federal Register, Sept. 5, 1952. 

2 Minimum allotments of $200,000 as specified in the Public Health Service Act (title 
VI), as amended, 
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Tentative allotments to the States and Territories based on an appropriation of 
$112 million for the fiscal year ending June 30, 1955, under the Public Health 
Service Act (title VI), as amended 








Allotment ? | Allotment 1 

I tae $112, 000, 000 | TERS ae ee ee ? $200, 000 

— - New Hampshire____----- 418, 858 

I ii ai ccceceemener 4, 083, 724 | New Jersey___._____.__ 2, 231, 638 
Arizona____-_~_- eal ; 724, 710 PN OO asec 696, 235 
Arkansas__- oa ec Ge ee BC eee 5, 036, 009 
California__ cea: 4, 683, 927 | North Carolina_____---- 4, 984, 754 
Colorado______-__- ie 956, 528 | North Dakota___.__----- 492, 222 
Connecticut____--_- “ ne I i cs sila 4, 392, 926 
SS 5 2200, 000 | Oklahoma___________--- 2, 246, 154 
District of Columbia___—— 247,116 | Ovegon_...._-__--..--.—- 963, 228 
Florida es ; 2, 840, 104 | Pennsylvania________-_--_ 6, 284, 431 
I 4, 092, 434 | Rhode Island___--_- meted 464, 864 


Idaho__ i semen dah aims 488, 537 | South Carolina____-~- oan 2, 811, 
lllinois oe ee 3, 600, S82 | South Dakota__-_ ‘eat 510, 982 
I tine cansscemrcrnscncesiebiod 2 Got. eee | eee... 3, 846, 323 
I rac tevatecivinias ittcitcs tecaigeiia aaniores L, S28, Ge | Teresa... ......... valaoaiiie 6, 680, 818 
ee tone 1 666. Bro 1 ek... = : 596, 965 
lien ee re ie i eee 334, 327 
ESSE DOL oe aD 5,048. G01 | Virginia._.._..........-.. 3, 360, 689 
i ee 814, 601 | Washington_________---- , 246, 562 
SS *, 1, 437, 025 | West Virginia_._._.._--_-- 2, 064, 474 
Massachusetts : 2. 547, 317 | Wisconsin........- ole capi 2, 277, 198 
NON cents a eenn ae. Be, le 0 WP Ric cee cne nn * 200, 000 
NN a Se NE SI i pottec canes 7 200, 000 
Mississippi___-~~ ae Re NE: 6 UN a cnc ntcinienay 345, 828 
ON ee as 2, 806, 604 | Puerto Rico__------~--- 3, 339, 473 
omens... ~ 335, 444 | Virgin Islands_.-____-_ 35, 733 
RIO iia cecal —— 922, 247 | 


1 Based on: (a) Total population of the continental United States and Territories as of 
July 1, 1952, as estimated by Bureau of the Census. (Series P 25, Nos. 84 and 76.) 
(b) Allotment percentages for the fiscal years 1954 and 1955, as promulgated in the 
Federal Register, Sept. 5, 1952. 

2Minimum allotments of $200,000 as specified in the Public Health Service Act (title 
VI), as amended. 
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Tentative allotments to the States and Territories based on an appropriation of 
$150 million for the fiscal year ending June 30, 1955, under the Public Health 
Service Act (title VI), as amended 





Allotment 1 Allotment? 
Petals ns __.. $150, 000, 000 | Nevada___________ aan ? $200, 000 
—_—___—— | New Hampshire______.___ 561, 889 
DRONE Beet aleck. 5, 478, 230 | New Jersey___.-___.__- 2, 993, 695 
BIS en ae i Oia, 100 1 OW BO EOO nee 933, 985 
P| ee ates 3. Sac, Ge 1 New Bere... 6, 755, 700 
be ee 6, 283, 390 | North Carolina___-_.____ 6, 686, 943 
I 1, 283, 162] North Dakota____ __..-__ 660, 306 
Ce eiiciccceencn 1, 092, 021 | Ohio_____ alienate ipianieicteiaieteat a 5, 893, 018 
Delaware______ , nthe * 200, 000 | Oklahoma nai i cs 3, 013, 169 
District of Columbia_____ $31, 501 | Oregon...........- a aaa 1, 292, 150 
i ee oe 3, 809, 940 | Pennsylvania___________ 8, 480, 482 
Georgia............ athe 5, 489, 914} Rhode Island_____-_ “—— 623, 605 
a uh aes 655, 362 | South Carolina______-___ 3, 772, 191 
BARI ond vi cineca eee 4, 830, 507} South Dakota__- bib 685, 472 
SO ceils emia 3, 565, 621 | Tennessee______ sick thee 5, 159, 762 
Iowa_ tc i Ns ok DA FT I raat ecbictin cs ccmenes ard 8, 895, 102 
eT) Se —ae 9 OO Tas Cte. ease kbc 800, 815 
PN tk 4, 739, 181 | Vermont—_.._ ~~ st 448, 493 
Louisiana______ mekciniule 4, Goa, 120 | Yue... Bae 4, 508, 294 
Maine____~_ deieidttatae ae 1, 092, 770} Washington_________-___ 1, 712, 481 
Maryland. ...... ioe 1, 927, 739 | West Virginia__.__.__-_- 2, 769, 449 
Massachusetts______.__-_- Be ST, OT Oe aires citi ceceee 3, 054, 812 
pS eee eee ee ae ee on 227, 542 
Minnesota_____- cals 3, 045, 375 | Alaska___--_- hitbaccotae * 200, 000 
I nc eh eg | | 463, 922 
Missouri______ ifgd ical cant 3, 765, 001 | Puerto Rico___--_____-_- 4, 479, 832 
Montana_________ sri 8 449, 991 | Virgin Islands______---~- 47, 935 
Fe  atbcb pecs sictipiicion 1, 237, 174 


1 Based on: (@) Total population of the continental United States and Territories as of 
July 1, 1952, as estimated by Bureau of the Census. (Series P 25, Nos. 84 and 76.) 
(b) Allotment percentages for the fiscal years 1954 and 1955, as promulgated in the 
Federal Register, Sept. 5, 1952. 

2Minimum allotments of $200,000 as specified in the Public Health Service Act (title 
VI), as amended, 


(Whereupon, at 1:10 p. m., the committee recessed until 10 a. m. 
2 


the following day, Thursday, March 18, 1953, in room P-63, Capitol 
S 7 3 ed 3 9 9 
Building.) 
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THURSDAY, MARCH 18, 1954 


UNITED STATES SENATE, 
CoMMITTEE ON LaBor AND Pustic WELFARE, 
SuBCOMMITTEE ON HEALTH, 
Washington, D.C. 

The subcommittee met at 10:08 a. m., pursuant to recess, in room 
P-63 of the Capitol, Senator William A. Purtell (chairman of the 
subcommittee) presiding. 

Present: Senators Purtell (chairman of the subcommittee), Gold- 
water and Hill. 

Also present: Roy E. James, staff director; Melvin W. Sneed and 
William G. Reidy, professional staff members. 

Senator Purteti. The subcommittee meeting will come to order. 

Our first witness this morning is Mr. George Bugbee, executive 
director of the American Hospital Association. 

Mr. Bugbee, we are very happy to have you here to help us with 
this matter under consideration. 

I would like the record to show that Senator Cooper is at the 
meeting of the Armed Services Committee and, therefore, couldn’t 
be here. 

Senator Hizx. I think Senator Lehman will be here shortly. He 
is trying to get here. 

Senator Purrety. And Senator Goldwater we expect here shortly. 

We would like to have you start, Mr. Bugbee, if you would. 


STATEMENT OF GEORGE BUGBEE, EXECUTIVE DIRECTOR, 
AMERICAN HOSPITAL ASSOCIATION 


Mr. Bueper. Senator Purtell, I have a rather extensive statement. 
I will read as rapidly as I can. I have tried to keep it as brief as 
possible and still cover the points. 

As a representative of the American Hospital Association, I wish 
first to express our appreciation for an opportunity to discuss with 
you the amendments to the Hospital Survey and Construction Act. 

The American Hospital Association and the 5,500 member hospitals 
it represents are interested in the health of the American people. They 
have joined together to make the highest possible quality of care 
available to all the people. 

It became obvious to us many years ago that the kind of health care 
available to any segment of the population was directly related to 
the availability of hospital services. 
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The hospital is fundamental to the modern practice of medicine 
and is the means nat which the advancements of medical science can 
be brought to the people. Further, the establishment of standards 
and controls by the medical profession which are essential to the wel- 
fare of the people are best attainable within hospitals. Thus, the exist- 
ence of good hospitals makes for better medical care and the absence 
of hospitals may result in very limited or no medical care. 

The lack of hospital facilities in many areas of the country is a 
serious deterrent to meeting the health needs of the people residing 
there. 

It was with this background of thought that the American Hos- 
pital Association adopted the position that Federal funds were neces- 
sary to assist in providing hospital facilities in needy areas. 

A mechanism of providing Federal funds on a matching basis to 
the States was visualized. Therefore the active support of the Hos- 
pital Survey and Construction Act by this association was a natural 
consequence. 

Senator Hiri. Mr. Bugbee, may I interrupt you there ? 

Mr. Bucser. Yes. 

Senator Hitz. You speak of your support of that act. I think you 
are very modest. You and I know the inspiration which you gave, 
the thought you gave, to bringing that act into being, and, of course, 
you recall how you sat in day after day and week after week with 
Senator Taft and myself and other members of the subcommittee as 
we wrote that legislation. You, along with the representatives of the 
Public Health Service, sat right in our executive session when we were 
trying te write that act, and get the best act we could. 

Mr. Bucser. I appreciate, Senator Hill, that recognition of the 
fact that we have followed it very closely, and it gives me an oppor- 
tunity to express our appreciation of the time and effort that you have 
given to the act, too, through the years to make it an effective program. 

In general, we are highly pleased that past operations of the hos- 
pital survey and construction program have so warranted public sup- 
port through accomplishments under the act that additional expan- 
sion is recommended. 

We believe the proposals embodied in S. 2758 are constructive in 
character. We are appearing before the committee to raise certain 
questions ‘which occur to us and to suggest technical changes which 
we think might more satisfactorily accomplish the objectives of the 
sponsors s of S. 2758. 

Representatives of the American Hospital Association have regu- 
larly had opportunity to appear before this committee in regard to 
hospital construction grants, this being the 13th time we have been 
privileged to present testimony on the subject before a congressional 
committee. 

The Hospital Survey and Construction Act was studied at length 
and substantially revised by a special subcommittee of the Senate 
Committee on Labor and Public Welfare. It was passed almost 
unanimously by the Senate on December 11, 1945. 

We would like to quote very briefly from testimony in March 1946 
on the Senate bill before the House Interstate and Foreign Commerce 
Committee. What was said then is equally true today. 

The American Hospital Association is concerned with this act because it will 
vitally affect our own field of humanitarian endeavor. We were one of the first 
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organizations to offer our support to this legislation, and we have followed its 
legislative progress closely, because we are keenly aware of the need for the 
additional hospital facilities that may be provided under it, while on the other 
hand we are apprehensive of the dangers involved if this program is not wiselv 
and carefully carried out. * * * 

The Hospital Survey and Construction Act proposes Federal grants-in-aid to 
assist the States to build hospitals and health centers in communities and areas 
where they are most needed. The nationwide program is to be under the general 
supervision of the Surgeon General of the United States Public Health Service, 
who will consult with a Federal hospital council of experienced hospital 
authorities in establishing overall standards and regulations, and in approving 
State construction programs. ‘The administration of the program in each State 
will be carried out by authorized State governmental agencies. The program 
has two purposes—first, to inventory existing hospitals and survey the need for 
additional hospitals and develop programs for the construction of such public and 
other nonprofit hospitals as will, in conjunction with existing facilities, afford 
the necessary physical facilities for furnishing adequate hospital, clinic, and 
similar services to all of the people, and, second, to construct public and other 
nonprofit hospitals in accordance with such programs. In other words, the de- 
sign of this legislation is to develop an integrated system of hospitals and health 
centers that will make these facilities more readily available to an increased 
number of people, especially to serve rural or needy areas. The program is thus 
directly related to the health and welfare of the Nation. * * * 

The success of this Federal program is a direct result of the care 
with which the original legislation was drafted to insure certain prin- 
ciples were followed. 

Intimately concerned with the revision of the legislation in the 
Senate committee were Senator Lister Hill of Alabama, a sponsor of 
the legislation, and the late Senator Robert A. Taft of Ohio. 

Senator Taft’s particular contribution to this legislation, much of 
which he personally rewrote, related to the specific “delineation in the 
act of the intent of the legislation with a minimum granting of latitude 
to the Federal administrative agency for the interpretation of con- 
gressional intent. 

Second, he was insistent that within the carefully spelled out pur- 
poses of the act that the States be given maximum administrative 
authority. Further, the requirements that the States were to comply 
with in order to be granted funds by the Federal Government were 
clearly stated and the act unequivocally orders the Federal adminis- 
trative agency to grant funds where the States comply with these 
requirements. 

Senator Hitz. Excuse me, Mr. Bugbee. 

Mr. Bueser. Yes, sir. 

Senator Hitz, That was one of the most important things, and that 

S 
was writing into this act the fact it was to be administered and 
operated at the State level and not from Washington. 

Mr. Buaper. Yes, sir. 

Senator Hiix. Isn’t that true? 

Mr. Bueser. It is true, and it was fundamental to the association’s 
support of the legislation. 

Senator Hix. The association insisted on that and met with a ready 
response from both Senator Taft and myself; isn’t that true? 

Mr. Bueser. That is correct, sir. 

ry e . 

There are other broad philosophical concepts in the act which are 
not there by chance. The act requires local participation as an earnest 
of assumption of local responsibility for the successful operation of the 
facility. The act requires that each State shall inventory all facilities 
and develop a State plan to delineate those hospital facilities which 
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should be constructed to bring present facilities up to a proper level. 
Further, the State plan must order proposed construction projects by 
priority before granting funds which insures that local applications in 
each State will receive attention on the basis of priority of need rather 
than on the basis of political pressures. 

The art insures that the Federal administrator will not act in an 
arbitrary manner, as it requires regulations and other administrative 
actions he approved by the Federal hospital council. Backing of the 
Federal council also permits the Federal administrator to administer 
the act in an objective manner. 

The requirement for surveys is one of the most important features 
of the act. For the first time, the act provided for an actual inventor 
of all of the hospital resources within a State, whether governmental, 
nonprofit, or privately owned even though funds for construction go 
only to governmental or nonprofit agencies. 

These studies and the ideal plan for hospitals which each State must 
prepare provided a guide for all construction, whether federally aided 
or not. The plan avoids duplication and insures adequate facilities 
for all of the people within a State. 

Much more could be said of the consistent and thoughtful study 
given to the preparation of this legislation. The association partici- 
pated in this study and has contributed to the very best of its ability 
not only in the preparation of the initial legislation, and later amend- 
ments, but in its administration. We believe this is a proper function 
of our association. 

We are, of course, proud of the accomplishments under the act in 
bettering hospital care for the people of this country. 

We are sure this committee knows that this act has been described as 
a model of local, State, and Federal partnership in meeting an impor- 
tant national need. 

We have endeavored, not only at the Federal level, but in States and 
localities to stimulate and insure continuing participation in the suc- 
cessful accomplishment of these important objectives. 

Shortly after the enactment of this legislation in the spring of 1948, 
the association with the approval of the Public Health Service held 
working conferences countrywide with representatives from official 
State agencies and hospital administrators representing State and 
local hospital associations. These conferences had as their objectives: 

1. To accomplish an exchange of information on the hospital-con- 
struction program between representatives of hospitals and State 
planning agencies; 

2. To identify required activities and possible developments under 
Public Law 725; 

3. To establish suggested priorities of action to accomplish a con- 
structive State hospital planning program; 

4. To define responsibilities of hospitals and State agencies for the 
various necessary and desirable activities under Public Law 725; 

5. To suggest basic principles which should underlie the future 
hospital-expansion program ; 

6. To outline ways in which full public understanding and support 
of the hospital program might be accomplished ; 

7. To stimulate interest in the conduct of similar conferences within 
each State. 


| 
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The working conferences referred to were not inconsequential in 
promoting the successful operation of the program. 

We have a copy of the report of these conferences should the com- 
mittee wish to examine it. 

Senator Hiri. Excuse me. How lengthy is that report, Mr. 
Bugbee ? 

Mr. Bueser. It is about a hundred pages, Senator Hill. 

Senator Hit1. Certainly I hope you will file a copy here. In fact, 
you might file enough copies so that each member of this subcommittee 
may have : a copy. 

Do you have sufficient numbers for each man on this subcommittee ? 

Mr. Bueser. It is some time back, and I do not. I have one copy. 

Senator Hitz. Will you file that one copy ? 

Mr. Buaser. I shall do it. 

Annually, the American Hospital Association has cooperated with 
the association of directors of the State agencies administering this 
act in providing opportunity for them to meet and discuss not only 
the day-to-day problems of operation under the Hospital Survey and 
Construction Act, but all aspects of hospital care which might affect 
administration of this program to insure adequate hospital facilities 
countrywide. 

In the past 2 years, in spite of very limited association personnel, 2 
members of the staff made visits to év ery newly operating hospital in 
4 States which had received Federal aid under this act to study the 
success with which these hospitals were providing community service. 

These studies involved inquiry as to the demand for hospital service, 
the number of new physicians attracted to the community, the ade- 
quacy of the supply of technical personnel such as nurses, laboratory 
technicians, and so forth, the effect on occupancy of nearby hospitals, 
and the success which each hospital was enjoying in balancing its 
budget. 

Reports from these studies are briefed in an article in the March 
1953 issue of Hospitals, the journal of the American Hospital 
Association. 

A third member of the staff recently surveyed a number of health 
centers being constructed in the Southern States. The history of the 
services rendered by these important units, over 400 of which have been 
built countrywide, is described in an article appearing in the Novem- 
ber 1953 issue of our journal. 

Last year, with legislation proposed in the Congress for an extension 
in the expiration date for the Hospital Survey and C onstruction Act, 
the association determined again to secure grassroots opinion about 
the act. Conferences were organized nationwide to which were in- 
vited representatives of State administrative agencies and State hospi- 
tal associations. 

These 4 regional groups each met for 2 days. As an agenda, they 
first listed all possible criticisms of the act, both favorable and un- 
favorable. Then they, by actual vote, gave their opinion as to the 
validity of both favorable and unfavorable criticisms. 

We have here for the committee copies of the report of these 
workshops. 

Senator Purreti. Have you a sufficient number for all members of 
the committee ? 
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Mr. Bueser. I have four copies and can supply others, Mr. Chair- 
nan. 

Senator Purreii. If you would supply four or five more, we would 
like very much to have them. 

Mr. Bueser. I shall do so. 

Senator Purre... That is for the files. 

Mr. Bueserr. Yes, sir. 

Senator Purre.i. Rather than for incorportation in the record at 
this time. 

Thank you. 

Mr. Buerer. I think the un: mimity of approval as to accomplish- 
— and the small number of criticisms which were accepted as valid 

s remarkable. 

It was the finding of these workshops and the advised opinion of 
members of the association’s board of trustees and house of delegates 
which led the association to recommend that the act be extended. 

It is not the purpose of this testimony to delineate all of the efforts 
of the association to insure the success of the program under the Hos- 
pital Survey and Construction Act. We are, however, endeavoring 
to establish for the committee the responsible position that the asso- 
ciation has taken in order that our comments on the amendments may 
be evaluated in proper perspective. 

Senate bill 2758 we recognize as a companion bill to H. R. 7341. 

H. R. 8149, which was passed by the House of Representatives on 
Tuesday, March 9, is very similar to S. 2758. However, it appears 
to us to incor porate some improvements in language. Our comments 
in general apply to it as well as to S. 2758. 

The broad purposes, as stated in S. 2758, are substantially the pur- 
poses as stated in title VI, section 601 (a) and (b) covering the 
survey and construction of hospitals. We presume that the amend- 
ments are suggested for two purposes : 

(a) To provide for survey and construction of facilities not now 
covered under present legislation, or 

(6) To provide a higher priority in the construction of certain 
types of facilities, even though they may be provided for under present 
provisions of the act. 

Our comments will be first directed to the examination of the 4 clas- 
sifications of facilities outlined in the proposed section 651, page 4, 
and defined in the amendments proposed for section 631, on page 12 of 
S. 2578. 

In general, there has been difficulty in the field from the standpoint 
of classifying hospitals because hospitals generally were not con- 
structed on the basis of any overall planning. They grew up to meet 
local needs. Individual hospitals were developed to utilize the medi- 
cal manpower available and to facilitate the type of practice being 
carried on in a community. 

Generally, there is no ‘clear-cut line of demarcation between the 
physical plants of different types of hospitals, whether they be the 
typical community general hospital or for the care of mental illness, 
tuberculosis, or other chronic illnesses. 

The type of patient to be treated, whether requiring long-term or 
short-term care and, among other factors, the size community, have all 
affected the gathering together of facilities in the individual hospital. 





} 
' 
¥ 
4 





PRESIDENT’S HEALTH RECOMMENDATIONS 103 


We find some hospitals primarily classified for the care of chronic 
illness with laboratory, X-ray, and all the facilities which would be 
present in the usual general hospital. On the other hand, we find 
some general hospit: als with no more in the way of diagnostic equip- 
ment than might be expected to be found in some units for the care 
of chronic illness or even a nursing home. 

The American Hospital Association, concerned with the lack of 
standardization of definition of hospitals and related institutions in 
January of 1953, called together 29 individuals experienced in hospital 
operations, hospital statistics, prepayment for hospital care, and hos- 
pital licensure, in both this country and Canada, including representa- 
tives of the Public Health Service and of the Census Bureau of the 
Federal Government. These individuals were invited because of their 
experience with the problems created by lack of definition of a type of 
hospital. 

I have here a copy of the report of this hospital classification confer- 
ence outlining the deliberations of this group during 3 days. 

The s significant findings of the conferences were the following defi- 
nitions: 

HOSPITALS AND RELATED INSTITUTIONS 


A hospital or related institution is any establishment offering serv- 
ices, facilities, and beds for use beyond 24 hours by 2 or more non- 
related individuals requiring diagnosis, treatment or care for illness, 
injury, deformity, infirmity, abnormality, or pregnancy. 

The above broad definition was subdivided into hospitals, nursing 
and convalescent homes, and domiciliary institutions. These were 
defined as follows: 

Hospitals.—A hospital is any establishment offering services, facili- 
ties, and beds for use beyond 24 hours by 2 or more ‘nonrelated indi- 
viduals requiring diagnosis, treatment or care for illness, injury, de- 
formity, infirmity, abnormality, or pregnancy, and regularly making 
available at least (1) clinical laboratory services, (2) diagnostic X-ray 
services, and (3) treatment facilities for (a) surgery or (6) obstetrical 
care or (c) other definitive medical treatment of similar extent. 

Nursing and convalescent homes.—A nursing or convalescent home 
is any establishment offering services, facilities, and beds for use be- 
yond 24 hours by 2 or more non-related individuals requiring treat- 
ment or care for illness, injury, deformity, infirmity, or abnormality, 
including at least room and board, personal services and nursing care. 

Domiciliary institution—A domiciliary institution is any estab- 
lishment offering services, facilities, and beds for use beyond 24 hours 
by 2 or more nonrelated individuals requiring room and board and 
personal services which they cannot render for themselves because 
of a deformity, infirmity, or abnormality. 

Careful examination of these definitions will indicate that withovt 
any question, en institution providing care for chronically ill patients 
may often be classified as a hospital. On the other hand, there will 
be many institutions, some of wide are now called hospitals, which, 
a ‘cause of lack of laboratory, X-ray and intensive day-to-day med. 

‘al care would be better classified as a nursing and convalescent 
lean 

We do not believe that the definition of “hospital for chronically 
ill” and “nursing home” in Senate bill 2758 clearly indicates the 
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type of classification of facility that the bill is intended to benefit. 
In fact, we question that it will accomplish its purpose on the basis 
of such a differentiation. 

The basic problem is to provide more beds for the patients in need 
of long-term care, a group presently inadequately cared for and one 
which, because of the aging of the population, is increasing greatly 
in number. 

The chronically ill need care in facilities of different types and the 
grouping of these types of facilities is affected by the size of the 
community and various other factors. 

Some chronically ill patients are in need of surgery and other 
intensive care which requires all of the diagnostic and treatment facil- 
ities of the general hospital. 

A second group of chronically ill patients may need only some of 
the facilities available in a general hospital, but for an extended pe- 
riod. For example, they may need physical therapy, occupational 
therapy, as well as periodic medical and diagnostic services. 

Where a sufficient number of this second group of patients can be 
gathered together, they may be cared for in a special unit of a gen- 
eral hospital or in a chronic hospital which will be somewhat less 
expensive to construct. Such patients may need less nursing care and 
operating costs will be less than for care of the typical acutely ill 
patient receiving short-term care in a general hospital. 

A certain number of the chronically ill may not require extensive 
medical care and concomitant facilities. For example, patients with 
inoperative cancer or with disabling forms of heart trouble, and 
those badly crippled with arthritis. Such patients primarily need 
kindly attention, adequate nursing care, and some recreational facil- 
ities. Depending on the degree of acuteness of their illness, such 
patients may be cared for in a nursing home. 

It is sometimes possible, where there are large numbers of chron- 
ically ill, as in a metropolitan community, to have facilities specially 
constructed and staffed for patients who are classified by degree of 
medical and nursing care required. Where this is possible, if the 
average patient needs less treatment and nursing care than 
is available in the average general hospital, the cost of the facility 
and the cost of maintenance of the facility decreases. 

An example of the complexity of caring for patients, separated by 
classification, was illustrated in the discussions in the classification 
conference to which we have referred. That group generally agreed 
that most homes for the aged were nursing homes, as the aged who 
need only domiciliary care at time of admission to the home during 
their period of residence inevitably become ill and require nursing 
care. 

It is undoubtedly true that some homes for the aged would not have 
such nursing care available even when needed, and, indeed, it is one 
of the dangers of establishing institutions with lim*‘ed «are that 
patients who require more nursing care or more intensive medical 
supervision may suffer because the specialized facility is not equipped 
to meet their need. 


The conferees concluded that homes for the aged inevitably became 
nursing homes. } 

A particular danger of multiple grades of facilities for the care 
of long-term patients is the tendency for patients to remain in a facility 
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having a relatively low level of care when professional services and 
technical facilities available in a higher type of facility are required 
for good care and rapid rehabilitation. 

It is generally agreed that many patients receiving long-term care 
in nursing homes and in chronic hospitals might be rehabilitated or 
made more nearly independent of care if they had opportunity for 
intensive medical care in a general hospital. From this standpoint 
alone construction of different types of facilities often may be inad- 
visable. 

In the small community of the size in which most hospitals have 
been built under the Hospital Survey and Construction Act it would 
be likely that the one hospital is caring for not only the patient acutely 
ill and in need of general short-term hospital care, but, in addition, 
the acutely ill chronic patient who might be cared for in a chronic 
hospital or in a nursing home. 

The degree to which these patients might be wisely segregated in 
separate facilities from the standpoint of adequate care rendered on 
an economical basis has never been fully delineated. Strong argu- 
ment can be made that in such a small community all patients except 
those needing solely nursing care with only occasional medical care 
might best be treated in one unit. 

This interweaving of type of hospital and type of patient is an 
important factor in the hospital field. Many times facilities are inter- 
changeable while beds built for long-term patients can be less expen- 
sive than similar facilities for the care of patients staying for a short 
time. Thisisnotalwaystrue. Asa ceeteree matter, we have repeat- 
edly heard of an older but usable facility which has given many years 
of service for the short-term patient being replaced by new physical 
facilities with the older quarters being then used for patients needing 
less technical care for chronic illness. 

We might, incidentally, call to your attention the wording on line 18, 
page 13, “not acutely ill” as a part of the definition of patients to be 
admitted and cared for in a “nursing home.” We believe this would 
not accomplish the intended purpose of the amendment. 

The patients generally cared for in nursing homes are not neces- 
sarily “not acutely ill.” As a practical matter, many of them are 
acutely ill but are not in need of and cannot benefit from intensive 
medical care. On the contrary, for example, terminal cancer patients 
may be very acutely ill and require intensive nursing care even though 
the need of day-to-day medical care may be very limited. 

We believe that without question the definition of a hospital in the 
Hospital Survey and Construction Act as follows was intended to 
include the type of patient facility this committee wishes to provide 
for in hospitals for the chronically ill and probably in nursing homes. 
In support of that, we call to the attention of the committee the defini- 
tion which is embodied in section 631 (e) of the present act: 

(e) The term “hospital” (except as used in sec. 622 (a) and (b)) includes 
public-health centers and general, tuberculosis, mental, chronic disease, and other 
types of hospitals, and related facilities, such as laboratories, outpatient depart- 
ments, nurses’ home and training facilities, and central service facilities operated 
in connection with hospitals, but does not include any hospital furnishing pri- 
marily domiciliary care. 

Referring to the definition of hospitals and related institutions, 
which this association’s special conference committee developed, it 
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will be seen that domiciliary institutions are defined and that they 
include only types of facilities which were not intended under the 
original act and do not appear to be contemplated under S, 2758. On 
the other hand, hospitals for chronic disease are clearly envisioned 
under the present act. 

The testimony of this association on the Hospital Survey and Con- 
struction Act presented in 1946 to your committee pointed out that 
facilities alone do not provide a complete health service for the Ameri- 
can people. The association at that time recommended that the 
Federal Government, in an act structured like the Hill-Burton pro- 
gram, stimulate the assumption at local and State level of the responsi- 
bility for adequate financing for the care of nonwage and low-income 
groups. 

To a great extent, those persons suffering chronic illness will be 
found in the nonwage and low-income groups. Without more re- 
sources than have been made available to date through private charity 
and local welfare funds, there can be no broad increase in the number 
of beds for chronic patients. 

We particularly call to your attention the exhaustive studies of the 
Commission on Financing of Hospital Care, an organization spon- 
sored by the American Hospital Association, which, following an 
expenditure of $550,000, has so clearly delineated this difficulty. 

Senator Hint. That situation gets down to a proposition of so many 
cases without the wherewithal to pay the bill or the hospitalization ; 
is that right ? 

Mr. Bueser. That is our impression. 

We would suggest that this committee request the Public Health 
Service to determine whether applications for beds for the care of 
chronic disease have been refused by State agencies for lack of ade- 
quate priority within each State. 

Our experience from the discussions at the working conferences and 
from other information leads us to believe that this committee will 
find that there have been almost no such refusals, that, on the contrary, 
most of the State agencies have done everything within their power to 
stimulate applications from Government and nonprofit agencies to 
provide beds for the treatment of chronic illness, which they fully 
understand is an area of high priority of unmet need. 

The main deterrent to the construction of chronic diseases beds, in 
the opinion of this association, will not be affected greatly by the 
provisions of 8. 2758. Correction will only come if local, State, and 
Federal Government provide added funds for payment of care for 
those with chronic illness in order that there may be funds available 
to operate the type of facilities we are discussing. 

The overall purpose of title VI of the Public Health Service Act 
is to provide facilities for the diagnosis and treatment of patients. 
Public Law 725 clearly specifies that it includes clinic and outpatient 
facilities. 

There is not agreement in the hospital field or in the medical profes- 
sion on the meaning of the terms “clinic” or “outpatient diagnostic 
facilities.” These terms are used synonymously to mean various types 
of facilities for the care of ambulatory patients. 

At the present time, ambulatory patients are cared for, for the most 
part, in the offices of private physicians. These physicians may be 
working solo or in group practice. P 
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There is a growing tendency to locate offices in connection with 
hospital facilities. Groups of doctors practicing medicine together 
often call these facilities “clinics.” 

The term “clinic” is also used to indicate the outpatient facility 
operated by a hospital and also facilities operated by other agencies 
for the care of indigent and medically indigent patients. 

In fairly recent years a number of so-called “clinics” have been set 
up by hospitals for outpatient facilities for private patients. 

All of the major studies in the hospital field in recent years and most 
recently, the studies of the Commission on the financing of hospital 
care, point out the importance of utilizing outpatient services, when- 
ever possible. This wil! often make inpatient admissions unnecessary. 
This would include diagnostic and treatment services in doctors’ oflices 
which would avoid the heavy expense of inpatient admission. 

One of the major criticisms of much prepayment of hospital and 
medical care is that it does not provide for outpatient services for 
diagnosis and treatment, with the result that great pressure is stimu- 
lated for inpatient admissions. 

Both the prepayment plans and the hospitals are fully aware of 
this situation and some experimentation is going on. However, there 
is a great difference of opinion as to the advisability of providing 
outpatient services through health insurance because of the difficul- 
ties of controlling overuse and resulting heavy demand on the funds 
of the prepayment plan. Without careful study and planning, the 
whole prepayment movement could be damaged seriously. 

From the first discussions of the Hospital Survey and Construction 
Act in 1945 there has been confusion in understanding the difference 
between providing services which the community may "want and need 
as contrasted with solely the construction of facilities. 

Neither the Hospital Survey and Construction Act nor S. 2758 will 
do more than provide facilities. No funds are provided for mainte- 
nance, and the funds for facilities are granted only on application by 
the local community of the State. 

New facilities are most significant, and have certainly greatly im- 
proved the distribution of medical and hospital service, but the con- 
struction of facilities alone cannot force new concepts of medical care. 

There is no question of the need for more adequate diagnostic serv- 
ices countrywide. Careful and accurate diagnosis is one of the most 
difficult and challenging day-to-day responsibilities of physicians. 
Physicians can be assisted in performing this service by having ade- 
quate X-ray and laboratory facilities and other diagnostic tools 

available. However, facilities in themselves do not lead to the 
oualliets of the knowledge of a group of specialists, and facilities for 
diagnosis should not be constructed to serve ambulatory patients unless 
there is assurance that they will be used by the medical profession in a 
community to provide services which are so badly needed as to justify 
the use of Federal funds. 

S. 2758 proposes the construction of diagnostic or treatment centers. 
However, such centers are not clearly defined. It would be difficult to 
know what facilities are to be inventoried within a State using the 
definitions in S. 2758, or to establish necessary standards without a 
clearer definition. 

All doctors’ offices are diagnostic and treatment centers as defined 
in 8. 2758. Hospitals are diagnostic and treatment centers, and in 
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that sense the present Hospital Survey and Construction Act is pro- 
viding such centers. 

It is not clear in this bill just what outpatient facilities are to be 
give n the priority of a separate classification with an appropriation 
of $20 million per year. If private-pay outpatient facilities, as part 
of a hospits il, are to be built to care for patients who now go to 
doctors’ private offices or to the oflices of private groups of doctors, 
then there will need to be developed a new type of plan of medical 
practice in many communities. This will need the cooperation of the 
medical profession or it cannot succeed. 

The bill provides that such facilities must be sponsored by nonprofit 
or governmental agencies and not be a clinic owned and operated by 
physicians. 

Some consideration has been given to the advisability of construct- 
ing facilities in outlying communities which might be used by 1 or 2 
physicians practicing in such communities. Such facilities would 
provide at a minimum, X-ray and laboratory equipment and technical 
personnel for the tests needed by these physicians. 

In most instances, it would be presumed that physicians in such 
communities could provide the minimum type of equipment and facili- 
ties needed from their own resources. However, in sparsely settled 
communities, the provision of such facilities by the towns or counties 
might encourage physicians to practice in such settings and give them 
the assistance of diagnostic or treatment facilities needed for good 
medical care. 

The Kellogg Foundation, in some of the western counties in the 
lower pe ninsula of Michigan, has experimented with the construction 
of such facilities. It is our information that these facilities, once 
provided, have not been easy to operate. 

In smal! communities it is difficult and expensive to secure and 
retain the X-ray and laboratory technicians needed for good quality 
of care. Physicians who are specialists in radiology and pathology 
are needed to supervise the work of the technicians and to interpret 
the diagnostic tests for the physicians. Such professional services are 
very difficult to secure in outlying communities. 

Under the present Hospital Survey and-Construction Act, a number 
of States have constructed community clinics which were equipped 
with minimal X-ray and laboratory equipment and a few beds for 
patients needing emergency care who could not be transported to a 
larger hospital. However, very few States have constructed such 
facilities, as they are expensive to operate, particularly so if adequate 
quality of service is to be maintained. 

If the community clinic, with a few beds, or with no beds but only 
simple diagnostic facilities is contemplated for construction as a 
diagnostic or treatment center, we would raise a question as to whether 
such facilities should be given the encouragement implicit in the 
special appropriation of $90 million and the priority provided by 
S. 2758. 

We suggest that the development of diagnostic and treatment 
facilities in areas where there are hospitals, which are not to be in 
any way associated with these hospitals, should be studied very care- 
fully. It would appear to be contrary to the whole progressive 
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development of health services in this country and not in keeping 
with the economies which must be practiced in behalf of the public. 

S. 2758 recommends that each State, with funds provided for sur- 
veys, inventory all diagnostic or treatment centers and provide a 
plan under regulations to be promulgated by the Surgeon General 
for a sufficient number of such units to serve the entire population. 
We believe that all of the comments we have listed above raise par- 
ticular questions as to the practicality of an inventory and State plan 
required by S. 2758 for this type of facility. 

We are in complete agreement that not enough is being done to 
rehabilitate the sick and injured. Nevertheless, that is the primary 
function of all physicians and all hospitals, and they are most con- 
scious of that responsibility. The question is: What new type of 
facility emphasis is needed ? 

There are rehabilitation centers connected with hospitals in this 
country which are doing an outstanding job. In many respects, the 
diffic ulty is not a lack of facilities or funds for facilities but, rather, 

1» lack of trained physicians and other personnel interested in the 
onl medical and psychological problems neded to carry rehabili- 
tation to levels not res rched at present. Success has been very 
much a matter of the dynamic leadership of a few specially trained 
physicians. 

We recognize the difficulties involved in making a State plan for 
the type of rehabilitation facility defined in S. 2758. In many areas 
of the country the proposal to build such facilities separate from 
rather than in relationship to general hospitals will be seriously 
questioned. 

S. 2758 provides for a survey of the four categories—diagnostic or 
treatment centers, hospitals for the chronically ill, rehabilitation 
facilities, and nursing homes. 

The original act required that all States survey all facilities defined 
as hospitals including many of the facilities here contemplated. 

It would seem that a new State plan solely for 4 classifications of 
facilities is very cumbersome, and that with a new Federal appropri- 
ation for inventorying and making a plan, it would be nec essary to 
reinventory all hospital facilities as well as these 4 separate categories 
which are so unclearly defined. 

The basie act requires that the State shall periodically revise its 
State plan. In many instances, it has been some time since the States 
have had sufficient resources to carefully reinventory all hospitals. It 
would appear that it would be wise, in appropriating funds, to require 
a reinventory of all hospitals, inc luding the four categories suggested 
in S. 2758. 

A new plan of all hospital facilities would be helpful in every State 
and wovld insure a reevaluation of all priorities for all the different 
classifications of hospitals which may be aided in construction under 
Public Law 725. 

The proposals in §. 2758 that States match survey funds with 50 
percent State matching money and that each State be granted a mini- 
mum of £25,000 of Federal matching money seem wise. 

Earlier it was suggested that the purposes of S. 2758 must be either 
one or both of the following: 

(A) To provide for survey and construction of facilities not now 
covered under present legislation, or 








110 PRESIDENT’S HEALTH RECOMMENDATIONS 


(B) To provide a higher priority in the construction of certain 
types of facilities, even though they may be under present provisions 
of the act 

Considering S. 2758 in relationship to these purposes, the following 
comments are offered: 

1. Chronic hospitals are clearly eligible for a construction grant 
under Public Law 725. 

2. Nursing homes may be eligible under the act and could be brought 
under it by regulation even though that has not been true up to the 
present time. 

3. All hospitals often care for patients who are chronically ill and 
certainly all facilities for the long-term care of patients should be 
planned in an integrated system as all classifications very much inter- 
weave and are interrelated and may wisely all be provided for in some 
communities in one unit. 

4. The categorization of appropriations for chronic hospitals and 
nursing homes while admittedly giving a priority may lead to separate 
construction or may prevent the construction of other facilities which 
will generally contribute to the care of chronic patients. 

5. No type of diagnostic or treatment facility for ambulatory pa- 
tients seems to warrant a priority or need for Federal construction 
money which would justify a separate definition of facility and the 
priority given by a separate appropriation. 

6. Categorization of facilities in 5 types which are but variations 
of hospitals will tend toward the construction of separate types of 
facilities where 1 facility might much better serve multiple purposes. 

7. Separate appropriations for each of the types of facilities author- 
ized in section 651 of S. 2758 will result in a very small allocation of 
money to each State and may well not be applied for in every State 
by any eligible applicant during the period for which it is available. 

8. Two separate State plans for facilities which can often not be 
wisely separated seems cumbersome, and would better be handled in 
one survey. 

As we have tried to visualize the problems involved in carrying out 
the intent of S. 2758, we are concerned with the difficulties involved 
in establishing priority for the various facilities to be constructed. 

The funds as stipulated must be maintained separately and it will 
not be possible to shift funds from one category to another in the event 
it seems desirable to do so. 

If it is found through experience that there is little or no demand 
for funds in a State, for one or more types of facilities suggested in 
the proposed amendments, it would be well to allow the expenditure of 
these funds for other needed facilities. This would avoid the accu- 
mulation of especially allocated funds and major criticism of the over- 
all program. 

All of the facilities envisioned under the present act and S. 2758 
are believed to contribute to better health care in each State. 

With all the reservations as to the wisdom of the technical approach 
to accomplish the stated objectives in S. 2758, and with a definite im- 
pression that without correction wise administration will be difficult, 
it is suggested that at a minimum the following amendment would be 
helpful in correcting certain of the difficulties though it is realized 
tes such an amendment would reduce the planned priority under 
S. 2758: 
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Page 5, beginning with the word “Sums” in line 13, strike out through line 17 
and insert in lieu thereof the following: “Sums allotted to a State for a fiscal year 
and remaining unobligated at the end of such year shall remain available to 
such State for the same purpose for the first 6 months of the next fiscal year 
(and for such 6 months only) in addition to the sums allotted to such State 
for such next fiscal year, and thereafter shall be available to such State for 
obligation during the next 6 months for construction of any projects eligible 
under part C of this title.” 

We believe that a more effective accomplishment of the objectives of 
S. 2758 might be attained by the following amendments to Public Law 
725, the Hospital Survey and Construction Act: 

Define and include nursing homes. 
Define and include rehabilitation facilities. 

3. Assign priority to all facilities for the care of long-term patients 
with the exception of those for the care of mental illness or tuber- 
culosis. 

4. Require a reinventory and resurvey providing additional funds 
for Federal matching on a 50 percent basis with a minimum allotment 
to each State of $25,000. 

President Eisenhower, in his health message to Congress, recognized 
the need for additional hospital facilities and the major problem of the 
care of the chronically ill, and the ever-growing number of aged in the 
population. He has suggested that the Hili-Burton grants- in-aid 
program be utilized as a basis for working out solutions to these 
problems. 

The American Hospital Association is fully in accord with the 
President, both as to the seriousness of the problems and the need 
for a solution, as well as the wisdom of considering the Hill-Burton 
Act as a means of assisting in finding the answers. We are, however, 
greatly concerned that no amendment weaken a highly successful 
and workable program or fail to achieve the successful results which 
S. 2758 is planned to accomplish. 

The Hospital Survey and Construction Act was a nonpartisan pro- 
posal. The American Hospital Association is a nonpartisan organi- 
zation. We believe that the health goals for the American people 
enunciated by President Eisenhower ‘and by the sponsors of S. 2758 
are universally acceptable, but that their successful achievement is 
more likely through modification by changes to the basic act which we 
are prepared to submit to the committee. The supplementary appro- 
priation will, of course, be necessary as the President has recom- 
mended to further the objectives of S. 2758. 

We wish to reiterate our strong desire to cooperate with this com- 
mittee and with the administration in the development of legislation 
to further meet the health needs of the American people along sound 
lines. 

Senator Purrett. Thank you very much, Mr. Bugbee. 

Senator Hill, have you some questions? 

Senator Hix. Mr. Bugbee, how long have you been director of the 
American Hospital Association ? 

Mr. Bueser. For 11 years, Senator Hill. 

Senator Hun. What’ was your work before then ? 

Mr. Bueser. I was administrator of City Hospital in Cleveland for 
5 years. 

Senator Hiii. How large a hospital is that? 

Mr. Bueper. Fifteen hundreds beds. 
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Senator Hitz. Fifteen hundred beds. 

You were the administrator of the City Hospital in Cleveland 
when the present Justice of the Supreme Court and former Senator, 
Harold H. Burton, was mayor of the city of Cleveland; is that right? 

Mr. Bueser. I was. 

Senator Hix. At the time you went to the 1,500-bed hospital in 
Cleveland, that was considered a very large hospital, having 1,500 
beds ? 

Mr. Buepee. That is correct. 

Senator Hitt. Before you went to that hospital where were you? 

Mr. Bueser. I was at the University Hospital in Ann Arbor in 
various administrative capacities. 

Senator Hitz. How large a hospital was that ? 

Mr. Bueper. Twelve hundred beds. 

Senator Hiri. Twelve hundred beds. 

The reason I ask these questions is so that the committee may know 
of your experience and the basis upon which you give this testimony 
here today; and you not only represent the American Hospital Asso- 
ciation, speaking their views, but views which have been arrived at, 
as you have,brought out in this testimony, by different conferences and 
meetings that you have had throughout the country. 

You ‘spoke of this particular conference you had about a year ago. 
In fact, if I may be frank with you, when some of us were seeking 
to get the Hospital Survey and Construction Act extended, we were 
not altogether happy that you had a lot of conferences over the coun- 
try, but the fact is that those conferences made out a very fine and 
compelling case for the extension. 

Mr. Buaser. They did. 

Senator Hiiw. Is that right? 

Mr. Buopee. They did. 

Senator Hitt. In other words, you not only sat in and helped all 
you could in writing this act, but you and your association through 
the years have kept | in touch with its operation and have kept what 
we might call a continuing study; is that right? 

Mr. Bucere. We have tried to do so. 

Senator Hm. Of the act and its operations and results and effects? 

Mr. Bueser. That is correct. 

Senator Hitt. Is that correct, sir? 

Mr. Buerrr. That is correct, and it is very complicated legislation 
aimed at meeting an important need; and, to the degree we could, 
we have tried to be helpful. 

Senator Hitt. These conferences which you had about a year ago 
took in every section of the country, did they nét? 

Mr. Buceer. That iscorrect. There were representatives, I believe, 
from the State agencies and from hospital associations in practically 
every State in the country at the four conferences. 

Senator Hitt, When you speak about these State hospital associa- 
tions, of course, they are composed of representatives not only of 
your governmental hospitals, that is, hospitals run by government, 
Whether it be a State institution or county institution or city insti- 
tution, but also representatives of nonprofit hospitals and also, as well, 
representatives of private proprietary hospitals; is that right? 

Mr. Bueserr. That is right, Senator. 
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Senator Hitt. So, you have a representation there and a cross sec- 
tion of the whole hospital field, whether the hospital is operating for 
profit or hospitals, private hospitals, operated for nonprofit, without 
profit, or whether they are governmental institutions; is that right? 

Mr. Buapee. I believe the association is very representative of the 
hospital field. 

Senator Hix. Let me ask you this question: The testimony that 
we had yesterday, I think, was pretty clear that if this bill passes it 
is going to take some little time, as we would expect, to get it really 
in operation. I mean as far as any construction is concerned. As 
I recall, and you can confirm this, it took some little time after we 
passed the original act before the States were able to raise their share 
of the money and match the Federal funds and make the surveys and 
then make the plans and then have those plans submitted by the State 
agencies and approved here in Washington; is that true? 

Mr. Bueser. That is correct, Senator, and S. 2758 does provide 
survey funds which would be matched by the States. I don’t know 
how readily State moneys would be available. It conceivably might 
take some little time to have them appropriated. On the other hand, 
I think the State agencies are familiar with the State survey method 
and, to that degree, it perhaps ought to go more rapidly than it did 
before. 

Senator Hitt. Even if they have the money ready and available 
today and ready to go forward, it takes some time; you can’t make 
these surveys overnight, can you? 

Mr. Buaser. No, sir. 

Senator Hiti. Then that leads me to this question: We have a dec- 
laration in the budget as to the $62 million, which would be authorized 
under this bill but, of course, that is not a budget estimate as yet, and 
it couldn’t be a budget estimate until the legislation was passed, but 
we have a budget estimate for the next fiscal year of only $50 million. 
Now, isn’t this true: That most of the things this bill would provide 
in the way of construction can be done under the original act ? 

Mr. Bucser. Yes. 

Senator Hixv. Is that correct ? 

Mr. Buaser. I would think most of the types of facilities could be, 
Senator, though I believe there may be merit to making very clear 
that they are included. 

Senator Hixx. I understand, but most of them could. For instance, 
a chronic hospital 

Mr. Bucser. There is no question 

Senator Hitz. Chronic hospital is written out, and even the word 
“clinic” appears here, and outpatient departments for ambulatory 
patients, and those sorts of things. 

Now, what I am thinking of is: If we are only able to use $5 million, 
have only $50 million for next year, or most of next year, what will 
that do to the program if we have been carrying on now since about 
1947, or thereabouts ? 

Mr. Bueser. Well, I think the $50 million alone would be less than 
could be spent wisely—it is, of course, the smallest appropriation that 
has been made under the basic act. On the other hand, as we have 
suggested in our testimony, we are hoping that the suggested supple- 
mental appropriation will be made for the broad purposes of the act, 
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with whatever additional priority need be given the types of facilities 
described in 2758. 

Senator Hinu. You would hope, then, that more than $50 million 
would be available this coming fiscal year? 

Mr. Bucsrr. Our association would certainly hope so on the basis 
of the need for the construction of facilities. 

Senator Hii. Did your surveys, the conferences you had here a 
year ago, and other surveys that you made show there is still a very 
great need fot general hospitals, mental hospitals, and tuberculosis 
hospitals, as well as chronic hospitals ? 

Mr. Bueser. The Public Health Service, of course, has the summary 
of the figures developed by the State plans, as to the degree of need 
for beds, but the 4 conferences held countrywide approached that same 
problem and there was much discussion as to the backlog of applica- 
tions which could not be met out of the appropriations up to that 
period, and without exception the States reported that they had mul- 
tiple applications for hospitals in areas where they were needed. 

Senator Hiixv. According to the testimony we had yesterday from 
the Public Health Service, there is a need if we continue through the 
Hospital Survey and Construction Act to meet those needs, the . needs 
we have since the act was passed, or certainly since about 1947, for 
almost 600,000 additional general, mental and tubercular beds and 
some 240,000 chronic-disease beds. 

Mr. Buerer. Senator, it is a very substantial number. I would not 
be prepared to confirm those figures are necessarily exactly right, but 
we are far enough away from having needed beds so that it has not 
been a question ‘of worrying about national overconstruction. 

Senator Hitz. I sit as a member of the Appropriations Committee 
and I have heard a good deal of testimony. I know surely there is a 
crying need not only for general hospital beds, but for beds for mental 
patients; isn’t that true? 

Mr. Buerer. That is correct, sir. 

Senator Hix. Isn’t it true that so many of our mental hospitals 
and institutions for the mentally ill are terribly crowded and inade- 
quate today ? 

Mr. Buener. Certainly the figures would prove that, and from what 
knowledge I have that is certainly true. 

Senator Hix. Do you have that article, Mr. Chairman, we read 
from yesterday, the article which appeared in “Hospitals,” the 
journal of the American Hospital Association ? 

Senator Purrett. Having to do with the surburban areas? 

Senator Hi. Yes. 

Senator Purretn. Yes; we have it. 

Senator Hix. I don’t know who is the author of that article. 

Senator Purrett. I will be able to tell you in a minute. The writer 
is not identified, but there is the article. 

Senator Hirt. Oh, yes. Thank you. 

Senator Purrety. Page 69 of the “Hospitals.” 

Senator Hitz. Which is the journal of the American Hospital 
Association ? 

Mr. Bueper. Correct. 

Senator Hii. This is the January 1954 issue. 

The article was captioned “The Road Ahead.” 

Are you familiar with that article? 
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Mr. Bueser. I am, sir. 

Senator Hix. Have you any particular comments you might make 
on that article? 

Mr. Bueser. I am not sure that I know what part was referred to 
yesterday. 

Senator Hix. I will read it to you. It is under the subhead “Rural 
Area Hospitals” : 

For the most part, members of the house of delegates were of the opinion 
that a shortage of beds in rural areas no longer exists. Many of them felt, how- 
ever, that in rural areas where small hospitals were built it might have been 
more wise to establish a rural health center and to channel hospital patients 
to urban areas where more adequate diagnostic and treatment services were 
available. Respondents also frenquently cited the low occupancy rates in 
smaller hospitals in the rural areas. 

That is the gist of it, I think. 

Mr. Buaser. I have this comment to make, Senator Hill: That is 
a compilation of opinion from the members of our house of delegates. 
They tend to be the representatives of larger hospitals and there has 
been great worry among the people in larger hospitals, that there were 
too many small rural hospitals being built where an adequate quality 
of care could not be maintained. 

Now, in the conferences, the four conferences, countrywide, we in- 
quired as to whether it was true there had been overbuilding of hos- 
pitals in rural areas, and we could get no majority opinion from the 
groups that were assembled, representing hospital associations and 
State agencies, we could get no majority opinion that there had been 
overbuilding in rural areas, though it is always a problem of a very 
small hospital to have it adequately staffed to maintain satisfactory 
care. In fact, we have wondered sometimes whether the priority in 
the act which aims at rural areas was almost too strong. On the other 
hand, the surveys that I mentioned by the staff of people who had gone 
out and looked at these small rural hospitals were, to me, as an indi- 
vidual, conclusive that the hospitals in those areas were making pos- 
sible a much better quality of medical care than had been true in the 
past. Ido not think all the hospitals of that size that are needed have 
been constructed, though the survey directors from various States who 
are appearing before you could tell you more accurately. 

There is in there an implication in the article from which you 
quoted that these hospitals are having a very low occupancy, and in 
November of last year we sent a survey to 500 hospitals, countrywide. 
It is reported on page 148 of “Hospitals” for February of 1954, ask- 
ing about occupancy for the first 11 months of 1953 as compared with 
1952, and we find no indication, if that be a sample, and we consider 
it is, that there is a decrease in occupancy in spite of the building. 

For instance, of the hospitals with less than 50 beds, 10 percent said 
that they had a much higher occupancy; 36 percent a higher occu- 
pancy; 30 at least the same. That is, 76 percent of them reported 
either the same occupancy or higher or ninah higher, whereas only 24 
percent indicated some lower occupancy. 

Senator Purreiy. For the record, would you tell us what date that 
article was published ? 

Mr. Bueser. That is the journal for February 1954, page 148. 

Senator Purreiy. And the survey started in November of 1953? 

Mr. Bueper. Yes, sir. 

Senator Purtrety. Thank you. 
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Senator Hitt. Then that survey of November 1953, of course, is 
the latest word on the subject ? 

Mr. Bueper. I believe it is, sir, and there have been rumors and 
worry of low occupancy because it is a major financial problem 
for individual hospitals. We made this test to see whether it was a 
fact. It did not seem proved to be true. 

Senator Hix. In other words, then, the facts, if you got those facts 
from a survey, did not substantiate the allegation ? 

Mr. Buosee. That is correct. 

Senator Hm. We find that not only happens with reference to hos- 
pitals, but we find that happens even sometimes in debates in the 
Senate. 

Is that right, Mr. Chairman ? 

Senator PurretL. Do you mind—I don’t want to interrupt you in 
your questioning— 

Senator Hitz. No. You go right ahead. I am just trying to get 
the facts. 

Senator Purrert. Yes. 

Senator Hiri. And I know you are trying to do the same thing. 

Senator Purrety. That is true. 

Senator Hitt. Go right ahead, Senator. 

Senator Purret.. But this was in January of 1954 that this article 
occurred, and it states: 

To get an idea of some of the major trends that may affect hospitals this 
year * * * 

This is the year of 1954. So, I would assume this was made this 
year, not November 1953. If you were getting it this year, I would 
think the survey would be made for this year; is that right? 

Mr. Bucserr. The article in January, sir, was the result of a letter 
inquiry to the House of Delegates, which is about a hundred people, 
sent out in about December, I would say. 

Senator Purrety. And it says: 

* * * the editors of “Hospitals” conducted an opinion poll of the associa- 
tion’s House of Delegates. 

Some of the major problems are: Personnel shortages, costs, relationships 
between hospitals and the medical profession— 
and so forth. 

But this is the thing I thought had great significance, and this is 
part of the article: 

There is no doubt that medical service has been improved in the outlying 
areas because of Hill-Burton funds and the activity brought about in the rural 
districts to obtain better facilities for the doctors in those areas; but it seems 
that this is perhaps the time when the saturation point should be considered 
and determined as nearly as possible. 

Now, of course, there is need for hospitals, and I don’t want anyone 
to get the idea I don’t think there isn’t, no matter what area we are 
talking about; but you did indicate in your testimony on page 25 that 
you thought a reinventory and resurvey of this thing should be made 
at the State level; is that correct ? 

Mr. Bueeer. That is correct, sir. 

Senator Purretn. And that would be somewhat pointed up by the 
conclusions of this writer of this article that you did need a survey ; 
is that correct ? 

Mr. Bueser. That is correct. 
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Senator Purrett. That is why I introduced the article yesterday. 

Thank you. 

Senator Hutt. Speaking about that resurvey, Mr. Chairman, I have 
here a letter which just came this morning, and I will have to be frank 
with the committee and say I haven’t had time to read it yet because 
it is a three-page letter, written by Mr. Clay H. Dean, director of the 
Tlospital Planning Division of the Department of Public Health, 
Montgomery, Ala. He is the man immediately in charge of the hos- 
pital construction under the Hospital Survey and Construction Act 
and, among other things, I note—as I say, I haven’t had time to read 
the letter in full, but I notice this: 

We also feel the requirement for matching survey funds would work a definite 
hardship on Alabama and other States whose legislatures do not meet until 1955. 


Since the legislature does not meet until the summer of 1955, it would be 
impossible to get any State funds for matching purposes. 


That is for the survey. 

I just bring this out because it poses the problem I had sought to 
pose in the earlier questions. It takes time to get this job done, just 
as it took several years, as I recall, before the last State finally met 
the conditions of the survey and of the State plan and having that 
plan approved in order to come in and start construction. 

Wasn’t that true? 

Mr. Bueser. That is my memory of it, Senator; yes. 

Senator Hitz. I see Dr. Cronin sitting over there. I am sure he 
confirms that, if I might ask that question of Dr. Cronin, Mr. 
Chairman. 

Senator Purrens. Yes. 

Senator Hitt. I wish you would supply us that data. 

Is that right? 

You might supply us the data as to when each of the 48 States, the 
District of Columbia, Puerto Rico, and Hawaii and Alaska had its 
plan finally approved and when it began asking for funds or when 
it started asking for funds for construction. 

We might have that information. 

Senator Purre.u. Yes. 

Senator Hitt. And I don’t want that information, of course, to go 
right in the middle of Mr. Bugbee’s testimony. 

Senator Purret,. Wherever you wish it, Senator. 

Senator Hitt. We might put it at the end, if you have that informa- 
tion, because that at least would be some guard for the present 
situation. 

(See p. 118.) 

In that connection, I was interested, Mr. Bugbee, too, in what you 
had to say about the suggested amendment here. In other words, 
you may have some States that are pretty well taken care of in cer- 
tain of these categories. 

I had a gentleman see me the other day from the State of Wash- 
ington about the nursing home. He feels as though they have a pretty 
good setup in nursing homes. Your suggested amendment would 
make these funds available, of course, for the whole fiscal year, and 
then continue into the next fiscal year for a period of 6 months. In 
other words, it would be available for a whole period of 18 months, 
and then if they were not used by a particular State for the particular 
purpose for which they were earmarked, that earmarking would cease 
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and they would be available for hospital construction in other 
categories. 

Mr. Bucser. The general purposes of the act. 

Senator Hm. In general purposes ? 

Mr. Bueser. Yes. 

Senator Hinz. If you had these diagnostic treatment centers, for 
instance, they might be available for general hospital, mental hospital, 
or tubercular hospital ? 

Mr. Bueser. Correct. That is our idea. 

Senator Hiri. Mr. Bugbee, you stated: 

We believe that the health goals for the American people enunciated by Presi- 
dent Eisenhower and by the sponsors of S. 2758 are universally acceptable, but 
that their successful achievement is more likely through modification by changes 
which we are prepared to submit to the committee. 

Mr. Chairman, I would like to ask, if it is agreeable with the Chair- 
man, if Mr. Bugbee may, not at this time but in the next day or two, 
submit those changes to the committee. 

Senator Purret,. We would be very happy to receive them, Senator. 

Mr. Bueresr. I shall do so. 

Senator Hitz. And that they be printed in the record so they will 
be available. 

Mr. Bueper. I shall do so. 

Senator Purrety.. Is it voluminous? 

Mr. Buener. No, sir; but it would be a few pages long, I would 
expect. 

Senator Purreitt. They will be inserted in the record at the con- 
clusion of your remarks. 

(The draft referred to appears at p. 119.) 

Mr. Bueser. Thank you. 

Senator Purrett. Thank you. 

Senator Hiri. Off the record, Mr. Chairman. 

(Off the record. ) 

Senator Hi. On the record now. 

I do want to commend Mr. Bugbee for his very excellent, fine, 
analytical, helpful statement here this morning. 

Mr. Bueser. Thank you very much. 

Senator Purrant. I want. to thank you, too, Mr. Bugbee, and ask 
just this one question: Am I correct in understanding you are going 
into perhaps an allied field, but not directly the same field or con- 
tinuing in the same field? Is it true you are succeeding the late 
Admiral Blandy in the Health Information Foundation ? 

Mr. Bucser. That is correct, Senator Purtell. 

Senator Purrett. Thank you. 

Mr. Bueser. Yes, sir. 

Senator Purrety, I want to thank you very much for your testi- 
mony, and it may be—I know you are most anxious to cooperate, as 
you always have been—the staff of this committee may wish to consult 
with you at a later time, and I know you will extend whatever you 
can in the way of help. 

Mr. Bueser. I shall be helpful in whatever way I can, Mr. Chair- 
man, and thank you. 

Senator Huu. Mr. Chairman, Dr. Cronin has furnished me the 
information which I requested concerning the Hospital Survey and 
Construction Act, where it became law on August 5 or 6 of 1946. It 
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indicates that it was June 30, 1948, before all the States except Nevada 
had met the conditions of the survey, in making plans and having 
those plans approved. In other words, it took a period of 2 years 
under the original act, and Nevada didn’t come in until 1949, a 
year later. 

(The draft referred to on p. 118 follows :) 


TENTATIVE DRAFT 


A BILL To amend the hospital survey and construction provisions of the Public Health 
Service Act to provide assistance to the States for resurveying the need for additional 
hospital facilities, to encourage the construction of hospitals for the chronically ill and 
impaired, rehabilitation facilities, and nursing homes, and for other purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That this Act may be cited as the “Hospital 
Survey and Construction Amendments of 1954.” 

Sec. 2. Section 611 of the Public Health Service Act is amended by striking 
out “$3,000,000” and inserting in lieu thereof “$5,000,000.” 

Sec. 3. Section 612 (a) (2) of such Act is amended by inserting before the 
semicolon at the end thereof a comma and the following: “and if such council 
does not include representatives of non-Government organizations or groups or 
State agencies, concerned with rehabilitation, provide for consultation with 
organizations, groups, and State agencies so concerned.” 

See. 4. Section 612 (a) (3) of such Act is amended by inserting after “inven- 
tory and survey” the following: “(and a reinventory and resurvey after June 30, 
1954) .” 

Sec. 5. (a) The first sentence of section 613 (a) is amended by inserting before 
the colon a comma and the following: “or in the case of funds made available 
for expenditure after June 30, 1954, 50 per centum of its expenditures in carrying 
out the purpose of section 601 (a) in accordance with its application.” 

(b) The proviso in such sentence is amended by striking out “$10,000” and 
inserting in lieu thereof “$25,000.” 

Sec. 6. Section 622 of such Act is amended by inserting after “Within six 
months after the enactment of this title,” the following: “and within six months 
after the enactment of the Hospital Survey and Construction Amendments of 
1954,”’. 

Sec. 7. Section 622 (d) of such Act is amended by inserting before the period 
at the end thereof a comma and the following: “and to facilities for caring for 
patients needing long-term care, other than hospitals primarily for the care and 
treatment of mentally ill or tuberculous patients.” 

Sec. 8. The first sentence of section 623 (a) of such Act is amended by inserting 
after the words “State plan” the following: “(and after July 1, 1954, a revised 
State plan).” 

Sec. 9. Section 623 (a) (3) of such Act is amended by inserting before the 
semicolon at the end thereof a comma and the following: “and if such council 
does not include representatives of non-Government organizations or groups, or 
State agencies, concerned with rehabilitation, provide for consultation with organ- 
izations, groups, and State agencies so concerned.” 

Sec. 10. (a) Section 631 (e) of such Act is amended by inserting after the 
words “public health centers” a comma and the following: “rehabilitation facili- 
ties, nursing homes,”’. 

(b) Subsection (k) of such section is amended by striking out the quotation 
marks at the end thereof and adding the following new paragraph: 

“In the case of facilities for the care of long-term patients other than 
facilities for the care and treatment of mentally ill or tuberculous patients, the 
Federal share shall be determined as provided above, or, if the Svate so elects, 
shall be 50 per centum of the cost of construction of the project: Provided, That 
prior to the approval of the first such project in the State during any fiscal year, 
the State agency shall give to the Surgeon General written notification of such 
election; and such election shall not be subject to change during such year after 
su¢@h. approval.” 

(c) Such section is further amended by changing the period at the end thereof 
to a semicolon and by adding the following new subsections: 

“(1) The term ‘rehabilitation facility’ means a facility which is operated for 
the primary purpose of assisting in the rehabilitation of disabled persons through 
an integrated program of medical, psychological, social, and vocational evalua- 
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tion and services under competent professional supervision, and in the case of 
which— 
“(1) the major portion of such evaluation and services is furnished within 
the facility ; and 
“(2) either (A) the facility is operated in connection with a hospital, 
or (B) all medical and related health services are prescribed by, or are 
under the general direction of, persons licensed to practice medicine in 
the State. 

“(m) The term ‘nursing home’ means a facility for the accommodation of 
individuals requiring treatment or care for illness, injury, deformity, infirmity, 
or abnormality, including at least room and board, personal services and nursing 
care, and related medical services— 

“(1) which is operated in connection with a hospital, or 

“(2) in which such nursing care and medical services are prescribed by, 
or are performed under the general direction of, persons licensed to practice 
medicine in the State. 

“(n) The term ‘long-term care’ means hospital or institutional care in a 
facility or specially assigned area of a facility where patients receive care aver- 
aging more than 30 days per admission.” 

Senator Purrety. Before I call our next witness, I want to say he 
is a man who is well known in this field and many others. He was 
graduated from the Medical School of North Carolina in 1907; be- 
came county health officer and then assistant secretary to the State 
board of health in charge of a campaign against hookworm disease 
in connection with the Rockefeller Sanitary Commission. 

I am reading this because I am sure he wouldn't read it himself. 

He transferred to the Rockefeller Sanitary Commission and re- 
mained with that organization as associate director of International 
Health Division of the Rochefeller Foundation from 1913 to 1944; was 
medical director of the Markle Foundation, 1944-46, and executive 
secretary of the North Carolina Medical Care Commission since 1946. 

He was formerly president of the American Public Health Asso- 
ciation and a member of numerous medical societies and organizations, 
as well as the holder of honorary degrees and fellowships. 

He has had long and outstanding experience in the field of public 
health and is the author of numerous papers on the subject of public 
health. 

We are indeed very happy to have with us this morning Dr. John A. 
Ferrell, executive secretary of the North Carolina Medical Care 
Commission. 


STATEMENT OF DR. JOHN A. FERRELL, EXECUTIVE SECRETARY, 
NORTH CAROLINA MEDICAL CARE COMMISSION 


Dr. Ferret. That was a fine, lengthy introduction. I recognize 
I am the man you are talking about, Senator. 

Senator Purrett. Have you a prepared statement you wish to 
submit now ? 

Dr. Ferrey. I have submitted a statement, and tried to be brief, 
and I believe I might conserve your time by referring briefly to the 
record which has been filed with you. 

Senator Purrett. Any way, Doctor, that you wish to present your 
testimony here is satisfactory and welcome by us. 

Dr. Ferrett. Mr. Chairman and gentlemen, your invitation to me 
to appear before your committee is sincerely appreciated. 

In North Carolina we have had 7 years of experience in hospital 
construction under the Hill-Burton Act. 
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I am pleased to file for the record a summary of the accomplish- 
ments as exhibit A. 

I hope to read 1 or 2 of those paragraphs. 

Exhibit A will show that of 78 hospital projects sponsored by 
the medical care commission 44 are new hospitals and 34 are additions 
to existing hospitals. 

Exhibit B lists 46 hospital projects that were completed prior to 
December 31, 1952, and were in successful operation throughout the 
year 1953. The bed occupancy—and since the question of bed occu- 
pancy has been just discussed this may be of particular interest— 
of half of these facilities averaged as high or higher than the national 
average and half averged slightly below the national average, not- 
withstanding they are operating in new fields, with new hospitals, 
without previous community experience. 

One-third of the hospitals were new and located in rural areas 
without previous hospital experience. 

Exhibit C is a map of North Carolina which shows by counties the 
location of 158 construction projects in 83 of the 100 counties of the 
State. They consist of: 72 local general hospitals; 8 State-owned 
hospitals; 34 nurses’ residences; and 44 health centers. 

In North Carolina about $73 million has been spent or encumbered 
for 169 construction projects. 

There have been completed or contracted for 5,274 new beds for 
patients and 1,939 new beds for nurses, that is, in nurses’ residences 
to serve these hospitals. 

Some hospital facilities are available in each of the 85 counties of 
the State that represent 95 percent of the State’s 4 million population. 
However, because of the lack of funds only 50 to 60 percent of the 
statewide need for beds in the local general hospital field has been 
satisfied. 

The need for mental and tuberculosis beds has been substantially 
met, mainly by State appropriations direct to these institutions, which 
have approximated during the past 6 years about $44 million of State 
funds. 

The need of hospital beds for the chronically ill has not been met. 
Facilities of this type have been eligible for Federal and State aid, 
but there have not been sponsors or application for such aid. 

Senator Hm. May I ask you a question there without interrupting 
you? 

Dr. Ferret. Yes, sir. 

Senator Hux. There has been no question about that priority. 
They have had the priority all right, haven’t they ? 

Dr. Ferret. None whatever. There is none whatever about the 
need. Sponsors who are willing to finance the operating cost of 
chronic hospitals, of course, will have to be found, and it is a question 
there—we know that a large percentage of the patients in chronic 
hospitals will have lost their earning capacity; they may have spent 
much of their resources through the acute stages of their disease, and 
it is a question—not only of building and equipping these hospitals, 
but one of balancing the budget for the operation of the hospitals. 

That does need study. It is the real need, without doubt, but it is 
going to cost money and sponsors to assume that financial responsibil- 
ity must be developed. 
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The present Federal Hospital Act—Hill-Burton—has operated effi- 
ciently and has been sufliciently flexible to meet the varying needs of 
the various States. 

It should be continued without change and any expansion of facil- 
ities or new facilities for providing additional medical care should 
follow closely the principles and plans of operation of the Hill- 
Burton Act. 

Now, I suppose you have reasonably full information, but I would 
like to read in exhibit A, 2 or 3 paragraphs: 

The commission’s overall activities for the succeeding 7 years to June 30, 1954, 
have involved the encumbrance of more than $75 million. The commission’s 
expenditures for the administration of this program has averaged less than 1 
percent of the encumbered funds. 

The commission, since July 1, 1947, has sponsored 169 construction projects, 
of which 78 were local general hospitals, 44 new hospitals, and 34 additions to 
existing hospitals; 36 nurses’ residences to serve hospitals and 47 health centers 
io provide quarters for the activities of county health departments. The 78 
hospitals will serve local or county communities, and they will provide 4,647 
new patient beds. The 36 nurses’ residences will provide 1,939 new beds for 
nurses. E ght of the 169 projects are State-owned hospital facilities. 

As stated, the State independently contributed liberally to enlarging 
the facilities for mental and tuberculosis hospitals. 

They have provided 627 new beds for patients. In all, 5,274 new patient beds 
have been provided or contracted for. 

The legislatures of 1949 and 1951 appropriated the funds necessary to cover 
the cost of State-owned hospital construction, including the 400-bed teaching 
hospital on the university campus. 


I think there is some repetition there. 


The commission’s construction program during 7 years to June 30, 1954, has 
required the encumbrance of $73,967,291, of which $15,040,950.18 was supplied 
by the State, $26,850,273.66 by the United States Government, and $32,076,067.16 
by the local authorities. The construction and equipment of hospital and health- 
center projects has, of course, been the commission’s major activity. 

Then I describe some needs that represent in the State, we believe, 
about 40 percent of the facilities under the Hill-Burton Act, some- 
where between 50 and 60, and it leaves yet to be met a need for at 
least 40 percent of the program. 

Senator Purretyi. Senator Hill has a question, I believe. 

Senator Hi, Excuse me. 

Your figures are most interesting. They show that your State and 
Jocal communities have put up about $2 for every $1 of Federal funds, 
roughly speaking; is that right ? 

Dr. Frrrett. That is correct, and this has been a popular program. 
It is not over 60 percent complete; and while we strongly favor these 
additional projects, we would deplore any restriction in the continua- 
tion of a program that is a going concern, that is not yet completed 
to at least 40 percent. 

The final paragraph of that exhibit states: 

In review, it may be said that, although gratifying progress has been made in 
North Carolina in meeting the need for hospital facilities, a large part of the 
nee’ has not been met. Accordingly, there will continue for many years a large 
need for more and better hospital facilities. 


Now, with regard to the bill about which you are having the hear- 


ing today, I will state very briefly with reference to pending Senate 
hil] 2758, identical or similar to 8149 in the House, I can report that 
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in North Carolina we are interested in all of the proposals, and par- 
ticularly in the $2-million appropriation for survey and planning. 

That is, we need more money and that will help us to get it. 

An intensive study of the existing facilities and those needed for 

each of the proposed four categories ‘of facilities included in the pro- 
saa act will require conside1 able study. 

The formulation of new programs will require time, as empha- 
sized by Senator Hill. 

Time will be needed for surveys. 

Time will be needed for formulating programs and construction 
standards, 

Sponsors must be found who will be able and willing to finance the 
construction, equipping, staffing, and operation of the proposed fa- 
cilities. 

Chronic diseases hospitals have been eligible for aid for 7 years 
in North Carolina, but sponsors have not come forward. This may 
be due largely to the fact that the indigent rate among the chron- 
ically ill will be high and funds with which to pay hospitals for 
their care are not yet available. 

Public funds toward the cost of operating chronic diseases hos- 
pitals will be necessary. 

Nursing and convalescent homes have been opened in numbers in 
recent years in North Carolina. No provision for licensing them has 
been authorized. The medical care commission submitted a bill to 
the 1953 legislature requesting licensing authority for them. The 
measure was defeated. 

Most of the nursing homes, it is believed, are housed in buildings 
formerly used as residences. They are usually owned and operated 
by nurses for profit. Few, if any, are publicly owned and few, if any, 
are nonprofit. 

It is reported that many of the homes constitute fire hazards for 
patients. 

Information is not available as to the quality of medical and nurs- 
ing service that is furnished in the homes. Moreover, the extent is 
not known to which the chronically ill are cared for in the nursing 
homes. 

Only experience will reveal the extent to which the local govern- 
ment or nonprofit associations will sponsor, construct, and operate 
nursing homes in North Carolina. 

Diagnostic and treatment facilities for ambulatory patients repre- 
sents a real need in many isolated rural communities in North Caro- 
lina. A few communities have financed such facilities. Moreover, 
many physicians own and operate such facilities, particularly in the 
more densely populated areas. A number of publicly owned clinics 
might be operated as outposts of hospitals. 

The same can be said of treatment clinics for nonprofit hospitals, 
but there are a number of rural and isolated areas in the State need- 
ing such facilities where it will probably not be feasible to have them 
affiliated or operated as a part of existing either publicly owned or non- 
profit hospitals. 

Again, there are a few small communities having populations rang- 
ine from 6 to 10 thousand—a few of them are counties—that cannot 
separately support hospitals and, yet, clinic affiliations with hospitals 
in neighboring counties may not be feasible. 


46293—54—pt. 1-9 
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The nonprofit community clinic will facilitate the location of phy- 
sicians in rural areas in North Carolina. 

I might mention here that many of these rural communities that 
formerly had physicians don’t have them any longer. They have 
tended to settle in the larger cities and towns where there are hos- 
pital facilities, 

They start out and try to attract physicians. The young physician, 
who is just finishing his internship, is probably in debt. He 
wouldn’t have money with which to build or equip these centers. 
If the community can own the facilities, they are in a position to 
invite a resident or an intern to come in and start practice without 
having available a large amount of capital. 

We have many communities in which this type of facility, affiliated 
where feasible with existing hospitals, is greatly needed. 

The rehabilitation facilities have been operated to some extent in 
North Carolina. T think the State department of education is inter- 
ested, but no survey or study has been made by the medical care 
commission as to need. 

While this survey and planning regarding the four categories of 
facilities is carried out, funds should not be reduced for meeting the 
need of additicnal local general hospitals and health centers, aid for 
which has been provided under the Hill-Burton Act. 

I might suggest while all these facilities are needed, as has been 
indicated for some time in the formulation of plans and the making 
of surveys, there might possibly be some discretion within the 50 
million plus $62 million on the part of the Department of Health, 
Education, and Welfare for the allocation of funds where they are 
most needed and where the State and local communities are ready 
to use them, and in the meantime the information will be developed 
with regard to the additional facilities, where they are needed, and 
where suitable sponsors for the buildings, maintenance, and opera- 
tion will be found. 

We have in this exhibit a map showing the location by counties 
of the various projects. 

We think we have a unique system in North Carolina of a sliding- 
rule requirement as to the participation of communities based on their 
economic resources. 

That is included as the last sheet, and we have included in our 
record a record of the 46 beds that operated during 1953. 

That constitutes my statement, Mr. Chairman. 

Senator Purretr. I want to say your exhibits will appear in the 
record after your testimony. 

Senator Hill, have you some questions? 

Senator Hii. Let me ask you this, Doctor: You have done a fine 
job down there in North Carolina. You have done one of the very 
finest jobs of any State in the United States. Speaking of clinics, 
I wondered whether or not, under the existing law—and, as you know, 
the law says: 

The term “public health center’ means a publicly owned facility for the pro- 
vision of public health services. including related facilities such as laboratories, 


clinics, and administrative offices, operating in connection with public health 
centers. 


I wondered if you tried in any way to set up one of these clinics 
out in any small community. 
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Dr. Ferretti. Do you mean a public health center or do you mean 
a diagnostic and treatment clinic? 

Senator Hitz. Well, I think that word “clinic,” as you and I know, 
is a pretty broad term, isn’t it ¢ 

Don’t you conceive of itasa pretty broad term? 

Dr. Frerreiy. Yes. 

Senator Hix. I wondered if you had tried that. 

Your State and my State are very much akin. We have, as you 
know, many rural areas and many Communities where we have not 
had hospitals in the past, where people have had to come to the larger 
cities and large communities for diagnosis and for treatment and for 
care. 

Is that right? 

Dr. Ferrey. Senator, the philosophies over the country on that 
question vary. There are those who believe the hospital and health 
department ought to operate under the same roof, and there are 
those who believe they are both essential to the community welfare, 
but that they are so different in character that the attempt to merge 
them will usually not be successful. 

In four small hospitals we built facilities for the health department 
within the hospital, and it hasn’t worked out. 

The thing that we have tried to do—we haven’t made it manda- 
tory—is to acquire adequate land for the hospital that will take care 
of the hospital, the nurses’ residence, the health center and any future 
needs, so that ‘they will not have to move with the growth of these 
facilities; and we find it then pays us to have the hospital and the 
health center on the same site, but not necessarily under the same 
administrator and not necessarily under the same roof. Then when 
the heads of those facilities see fit to work together, they can; but if 
they see fit not to do it, each one can operate separately and perhaps 
efficiently. 

Senator Hitt, Wouldn’t you say certainly in a small community it 
is very advantageous to do what you suggested you are seeking to do 
in North Carolina—put your health activities pretty much on the 

same site, not necessarily always under the same roof, perhaps, but put 
them together on the same site? 

Dr. Ferrets. There are definitely advantages in the transfer of 
personnel from one activity to another—nursing and medical staffing. 

There would be advantages in the diagnostic laboratory service and 
in the X-ray services, and it would permit some personnel to serve in 
a dual capacity, and would be in the interest of efficiency and economy. 

Senator Hitz. I judge from your testimony that if you earmarked 
you wouldn’t make that earmarking too rigid or lasting, so to speak; 
is that correct, that is, in earmarking funds for some particular 
facility or partic ular purpose? 

Dr. Ferret. Well, you have a going program. It has been most 
remarkably successful. Having had some familiarity with the country 
before I went back to North Carolina, I know the difficulties of get- 
ting a single bill that can operate in all the States under their varying 
conditions. I know of no legislation which has come so near meeting 
all the requirements as the Hill-Burton Act. 

Senator Him. If that be true, wasn’t it because we wrote it for 
administration at the State level, rather than at the Washington level ? 

Dr. Frrrew.. I agree. 
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To get back to your question, I think too rigid compartmentaliza- 
tion of funds, where you have got varying conditions, would probably 
not be desirable. 7 

I think it is a fine program, but I do believe that some administra- 
tion, some discussion by the administration, as to flexibility to carry 
forward the type of work and program most needed and for which the 
people are ready and willing to finance, would be desirable. 

Senator Hitt. Doctor, may I say this: I have had an opportunity 
to observe your work in North Carolina ever since the passage of this 
act and, as I said before, you have done a wonderful job in North 
Carolina, and I know you have been the guiding spirit there. You 
have certainly been a consecrated man, giving of your time and your 
efforts and of your great ability and your life to try to provide better 
health for the people of North Carolina. 

Dr. Ferrey. Thank you, sir. It has been a great deal of fun for 
an old man. 

Senator Purret.. Doctor, won’t you help us a bit ? 

I want to subscribe to what my colleague, Senator Hill, said. I 
read your record, and it is certainly an outstanding one. 

I think you can be of great help to us because of your devotion to 
this very thing in perhaps elaborating on part of your testimony, in 
which you commented on diagnostic and treatment facilities, and you 
mention, Doctor, and let me quote: 


A number of publicly owned clinics might be operated as outposts of hospitals. 
The same can be said of nonprofit hospitals. 


But you go on to say this: 


However, there are many areas needing diagnostic and treatment clinics where 
they will not become parts of hospitals. 

That is a problem we have here, about which we are trying to get 
all facets, and if you could elaborate on that a little bit, as to what your 
idea is, it would help us. 

How would we do it? 

What are you suggesting we do? 

Dr. Frrretx. I think you should have competent personnel, which 
the Government has, and I think that personnel should have some dis- 
cretion in the adaptation of the program to meet the needs as they are 
found to exist on the basis of these studies and surveys. 

I think it will be very difficult, if not impossible, to lay out a rigid 
formula and say that it is just this or that way, because our States and 
our communities differ, and I am sure it is the intent of this bill 

Senator Purreiy. It may be a little bit unfair to ask this question, 
but you can help us so much because your experience is so vast in this 
field: Can you help us to how you visualize these diagnostic treat- 
ment centers or these treatment clinics could be set up where you say 
they would not become a part of a hospital ? 

What do you visualize, Doctor? 

I realize it is unfair, in a way, to ask you to answer this without giv- 
ing it much thought. 

Dr. Ferrey. No; nothing is unfair when you want to get correct 
information. 

I visualize, for example, Jones County, which has a heavy bonded 
indebtedness. It couldn’t sell bonds if they were voted. They have 
about 10 or 12,000 population. They used to have 3 or 4 physicians 
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in the county seat of Trenton. They have no physicians at this time. 
They have been going to the hospitals and the medical centers attempt- 
ing to attract interns or medical residents to the community. 

Now, if that community as a community owned about 15,000 square 
feet of floor space, divided into offices, for nurses and for the doctor, 
and for the necessary diagnostic equipment, X-ray, laboratory, and 
examination tables, that ¢ ommunity could go toa hospital where an in- 
terne is completing his work or isa resident and ss ay, “If you will come 
down here and live with us, we will be glad to have you, and we have 
got a building; we have got all the necessary equipment, including 
X-ray and diagnostic laboratory equipment, and you can start to 
work next month.” 

That would be a godsend to that type of community that is now 
without hospital facilities. 

Now, we are county conscious in the South, as Senator Hill knows. 

Senator Purrety. Your record shows that. The way you have 

gathered your money shows that. 

Dr. Ferret. That Jones County, while it is small and is sparsely 
settled, has limited resources and, yet, it is proud and it doesn’t want 
to subordinate itself with its medical facilities to some other neighbor- 
ing county hospital that is more fortunate and that would tend to dom- 
inate it. 

Senator Purrern. Doctor, what I was getting at was not so much 
the availability of the money. Assuming, now, we are talking of need, 
because I am trying to picture this as it relates to all of our 48 States 
or those States which would need this type of treatment or this type 
of center, if you wish to call it that, and assuming, now, the money is 
supplied and we are not going to quibble as to from what source it 
comes—of course, there are limitations in the bill as to where it is 
going to come from, but if the money is available—what sort of a physi- 
cal layout do you think it should be, where it isn’t a hospital, and, as 
you mentioned, will not become part of the hospital? 

Dr. Ferrett. We are making a study now of what doctors who have 
built their own diagnostic clinics have. We are getting their floor 
plans. 

A few communities have built these centers. We are getting those 
floor plans. 

By studying them and conducting further studies we hope to be 
able to help the Federal agency here in the development of plans as to 
what should be included in a diagnostic and treatment clinic. 

Just at the present time I think 1,500 to 2,000 square feet of floor 
space, properly divided, would make a very good center, and it will 
cost about $30,000 equipped. 

Senator Pcrrety. Of course, if this bill were passed, you know the 
funds would be available to the States for the States to make the sur- 
veys to determine the need for this type of center. 

Dr. Ferrevn. Yes. 

Senator Purrett. And you feel there is a need for that survey ? 

Dr. Ferrect, Absolutely. 

Senator Purrett. Thank you very much, Doctor. 

Unless Senator Hill has further questions—— 

enator Hinz. Doctor, just one other question: As I said, your State 
and my State have pretty much the same problem. We have these 
rural areas and, as you say, some of them might not be able to raise 
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the funds, and then some of them might not be able to maintain a hos- 
pital; and, of course, you and I don’t want a hospital. We don’t want 
white elephants, do we? 

We don’t want that kind of hospital, do we? 

I have been very much impressed by what you said about these diag- 
nostic centers. But, on the other hand, I suppose you and I would 
have to recognize that conditions in other States might be different. 

Is that right? 

Dr. Frerreti. Absolutely. 

Senator Hiri. And whereas some States might have the need for the 
diagnostic centers there might be other States that, say, had a much 
more compelling or crying need for, say, beds for mental cases; is 
that right? 

Dr. Ferrett. There is no doubt about it. 

Senator Hm. Thank you, Doctor. 

Senator Purretn. Doctor, you have helped us a great deal, and 
I thank you for coming here. 

I might say the entire statement which you have submitted, as well 
as the exhibits attached thereto, will be made a part of the record. 

Dr. Ferret. Thank you. 

(The statement submitted by Dr. Ferrell, together with the exhibits 
attached thereto, is as follows:) 

TESTIMONY OF JOHN A, FERRELL, M. D., EXECUTIVE SECRETARY, THE NORTH CAROLINA 
MEDICAL CARE COMMISSION 


Mr. Charman and gentlemen, your invitation to me to appear before your 
committee is sincerely appreciated. In North Carolina, we have had 7 years 
of experience in hospital construction under the Hill-Burton Act. I am pleased 
to file for the record a summary of the accomplishments as Exhibit A. Exhibit 
A will show that of 78 hospital projects sponsored by the Medical Care Commis- 
sion, 44 are new hospitals and 34 are additions to existing hospitals. 

Exhibit B lists 46 hospital projects that were completed prior to December 31, 
1952, and were in successful operation throughout the year 1953. The bed occu- 
pancy of half of these facilities averaged as high or higher than the national 
average, and half averaged slightly below the national average. One-third of 
the hospitals were new and located in rural areas without previous hospital 
experience. 

Exhibit C is a map of North Carolina which shows by counties the location of 
158 construction projects in 83 of the 100 counties of the State: ° 
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In North Carolina, about $73 million has been spent or encumbered for 169 
construction projects. There have been completed or contracted for 5,274 new 
beds for patients and 1,939 new beds for nurses. Some hospital facilities are 
available in each of 85 counties representing 95 percent of the State’s 4 million 
population. However, because of a lack of funds, only from 50 to 60 percent of 
the statewide need for beds in the local general hospital field has been met. The 
need for mental and tuberculosis beds has been substantially met mainly with 
State funds. 

The need of hospital beds for the chronically ill has not been met. Facilities 
of this type have been eligible for Federal and State aid, but there have not been 
sponsors, or applicants, for such aid. 

The present Federal Hospital Act (Hill-Burton) has operated efficiently and 
it has been sufficiently flexible to meet the varying needs of the States. It should 
be continued without change and any expansion of facilities or new facilities for 
providing additional medical care should follow closely the Hill-Burton pattern. 


PENDING 8. 2758 (H. RB. 7341 AND H. RB. 8149) 


With reference to the pending S. 2758 (H. R. 7341 and H. R. 8149), I can report 
that in North Carolina we are interested in all of the proposals, and particularly 
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in the $2 million appropriation for survey and planning. An intensive study of 
the existing facilities and those needed for each of the proposed four categories 
of facilities included in the proposed act will require considerable study. 

The formulation of new programs will require time: (1) Time will be needed 
for surveys. (2) Time will be needed for formulating programs and construction 
standards. (3) Sponsors must be found who will be able and willing to finance 
the construction, equipping, staffing, and the operation of the proposed facilities. 

Chronic diseases hospitals have been eligible for aid for 7 years in North Caro- 
lina, but sponsors have not been found. This may be due largely to the fact that 
the indigent rate among the chronically ill will be high, and funds with which 
to pay hospitals for their care is not available or in sight. Public funds toward 
the cost of operating chronic diseases hospitals will be necessary. 

Nursing and convalescent homes have been opened in numbers in recent years 
in North Carolina. No provision for licensing them has been authorized. The 
medical care commission submitted a bill to the 1953 legislature requesting 
licensing authority for them. The measure was defeated. Most of the nursing 
homes, it is believed, are housed in buildings formerly used as residences. They 
usually are owned and operated by nurses for profit. Few, if any, are publicly 
owned and few, if any, are nonprofit. It is reported that many of the homes 
constitute fire hazards for the patients. Information is not available as to the 
quality of medical and nursing service that is furnished in the homes. Moreover, 
the extent is not known to which the chronically ill are cared for in the nursing 
homes. Only experience will reveal the extent to which the local government 
or nonprofit associations will sponsor, construct, and operate nursing homes in 
North Carolina. 

Diagnostic and treatment facilities for ambulatory patients represents a real 
need in many isolated rural communities in North Carolina. A few communities 
have financed such facilities. Moreover, many physicians own and operate such 
facilities, particularly in the more densely populated areas. A number of pub- 
licly owned clinics might be operated as outposts of hospitals. The same can 
be said of nonprofit hosiptals. However, there are many areas needing diagnostic 
and treatment clinics where they will not become parts of hospitals. For example, 
there are seven counties served exclusively by privately owned or proprietary 
hospitals. Again, there are a few (10 or 12) small communities having popula- 
tions ranging from 6,000 to 10,000 that cannot separately support hospitals, and 
yet clinic affiliations with hospitals in neighboring counties may not be feasible. 
The nonprofit community clinics will facilitate the location of physicians in rural 
areas where there are none at present. 

Rehabilitation facilities are, of course, needed, but existing facilities and needs 
would have to be studied. 

While this survey and planning regarding the four categories of facilities is 
carried out, funds should not be reduced for meeting the need of additional local 
general hospitals and health centers. 


ExuHipsir A 


HOsPITAL CONSTRUCTION IN NORTH CAROLINA UNDER THE Hit1-BurTOoN PROGRAM 
FroM JULY 1, 1947, To JuNE 30, 1954 


The commission began surveys July 1, 1945, to ascertain the need of medical 
and hospital facilities in North Carolina. However, funds for hospital construc- 
tion and most other activities, from State and Federal Governments, did not 
become available until July 1, 1947. The commission’s overall activities for the 
succeeding 7 years to June 30, 1954, have involved the encumbrance of more than 

75 million. The commission’s expenditures for the administration of this pro- 
gram has averaged less than 1 percent of the encumbered funds. 

The commission, since July 1, 1947, has sponsored 169 construction projects; of 
which 78 were local general hospitals—44 new hospitals and 34 additions to 
existing hospitals ; 36 nurses’ residences to serve hospitals ; and 47 health centers 
to provide quarters for the activities of county health departments. The 78 
hospitals will serve local or county communities and they will provide 4,647 new 
patient beds. The 36 nurses’ residences will provide 1,939 new beds for nurses. 
Right of the 169 projects are State-owned hospital facilities. They have pro- 
vided 627 new beds for patients. In all, 5,274 new patient beds have been pro- 
vided or contracted for. 

The legislatures of 1949 and 1951 appropriated the funds necessary to cover 
the cost of State-owned hospital construction, including the 400-bed teaching 
hospital on the university campus. The appropriations were made directly to 
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the State agencies involved. However, the commission in 1951 supplied $500,000 
toward the cost of the 100-bed tuberculosis hospital at the university. Other 
new buildings composing the university’s medical center were financed with State 
funds, The center includes the medical school, the school of dentistry, the 
school of pharmacy, the school of nursing, school of public health, the phychiatrie 
hospital wing of 75 beds, and the 100-bed tuberculosis hospital mentioned above. 
Other State-owned and State-financed hospitals have provided facilities for the 
care of mental, tubercular, crippled, spastic, and other patients. 

The commission’s construction program during 7 years to June 30, 1954, has 
required the encumbrance of $73,967,291, of which $15,040.950.18 was supplied by 
the State: $26,850,273.66 by the United States Government; and $32,076,067.16 
by the local authorities. The construction and equipment of hospital and health- 
center projects has, of course, been the commission’s major activity. 

Of the 44 new local general hospital projects aided by the commission, 28 
have 50 beds or more. These 28 hospitals have 1 or more rooms equipped for 
the isolation of patients having infectious diseases, and of these, 18 have been 
further designed to permit the temporary care of psychiatric patients. Several 
of the 34 additions to existing hospitals already had rooms in which to care 
temporarily for psychiatric patients. Such facilities are needed because where 
not available it has often been necessary to confine mental patients in jails 
pending the completion of arrangements for their admission to State hospitals. 

Fifteen counties still have no hospital facilities. The majority of them, how- 
ever, are small and thinly populated and the total population of the 15 counties 
is less than 5 percent of the State’s population. The people of these counties 
need hospital facilities, but most of them could not finance the operating cost of 
hospitals. In some cases, they might obtain hospital services by uniting with 
neighboring counties. 

Several large and populous counties still have inadequate hospital facilities. 
Only a part of the need for beds has been met. The existing facilities in a few 
communities are obsolete and should be replaced. Moreover, in a few counties 
the hospitals are privately owned and they are not eligible for commission aid 
toward replacement or additions. 

The towns of Washington, Wilson, Raleigh, Elizabeth City, Wilmington, as 
examples, have old facilities, some of which should be enlarged, modernized, or 
replaced. Several old hospitals barely meet the sanitary requirements of the 
State health department, or provide the degree of protection against fire required 
by the building code of the State insurance department. No new beds have been 
provided in Wake County. No new or enlarged facilities have been provided 
for Negro patients in Mecklenburg County. Several of the local hospital projects 
the commission has aided are inadequate to meet the need for patient beds. A 
shortage of funds usually accounted for the projects that were too small to meet 
the need. Some of these hospitals have raised additional funds and have 
applied to the commission for aid for additional construction. 

There are in the State a large number of small but densely populated com- 
munities that are unable independently to support hospitals, yet they are in 
need of medical services and clinic facilities. Some hospital authorities advo- 
cate the operation of such clinics as outposts or branches of established, well 
staffed and equipped hospitals. The commission, at the beginning of its con- 
struction program, made the county the hospital area throughout the State. The 
new hospitals have been located usually at the county seat or at the principal 
trading center. The construction of auxiliary clinies for outpatient clinics has 
not been included as a part of the commission’s construction program. 

The United States Hill-Burton program includes aid toward the construction 
and equipment of chronic diseases hospitals. The plans contemplate up to 2 
patient beds per 1,000 population for chronic diseases. This would mean for 
North Carolina a large number of new chronic diseases hospitals having in excess 
of 8.600 beds. No valid applications for commission aid toward financing and 
building such projects have been received. At present, some chronic diseases 
patients are cared for in local general hospitals designed to care for acute sickness 
and, of course, the cost is high. Some of the patients having chronic diseases 
may be cared for in convalescent homes. As these homes are not licensed or 
supervised in North Carolina, no reliable information is available as to the extent 
or quality of services they are rendering. 

In review, it may be said that, although gratifying progress has been made in 
North Carolina in meeting the need for hospital facilities, a large part of the 
need has not been met. Accordingly, there will continue for many years a 
large need for more and better hospital facilities. 
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County, State, and Federal percentages of contribution in a cooperative hospital 
construction program—Method VI 


j ’ 








| | Percent- Percent- 
Percent- | Percent- | age con- Percent- | Percent- | age con- 
age con- age con- tribu- age con- age con- tribu- 
County | tribu- tribu- tion of County tribu- tribu- tion of 
tion of tion of Federal tion of tion of Federal 
| county ! State Govern- county ! State Govern- 
ment ment 
} 
Alamance ___. } 55.0 1.0 44 Johnston . 33.6 44 
Alexander ‘ | 20.3 35.7 44 | Jones 39.3 At 
Alleghany “ 16.7 39.3 44 Lee 8.1 44 
Anson . . - 27.0 29.0 44 Lenoir 11.8 44 
Ashe 16.7 39.3 44 Lineoln __ 21.2 44 
Avery 16.7 39.3 44 MeDowell. 24.2 44 
Beaufort 29. 2 26.8 44 Macon 36.8 44 
Bertie... _. a 22. 2 33.8 44 Madison 39.3 44 
Bladen 21.2 34.8 44 Martin 28.6 44 
Brunswick ____. | 19.4 36.6 44 Mecklenburg 0.0 44 
Buncombe__. | 47.9 8.1 44 Mitchell 36.2 44 
Burke ee | 32.8 23.2 44 Montgomery 26.1 44 
Cabarrus ‘ 37.6 18.4 44 Moore 20. 4 44 
Caldwell 34.3 21.7 44 Nash 7 12.1 44 
Camden 20.4 35.6 44 New Hanover 0.0 wy 
Carteret. 30.8 25. 2 44 || Northampton 36.0 44 
Caswell 16.7 39.3 44 | Onslyw_. 23.8 44 
Catawaba J 56. 0 0.0 44 || Orange 11.0 44 
Chatham 27.0 29.0 44 Pamlic» 39.3 44 
Cherokee 22.8 33.2 44 Pasquotank 0.0 44 
Chowan _.. 31.5 44 Pender 34.2 41 
Clay__. 16.7 44 Perquimans 34.8 44 
Cleveland | 31.9 44 Person ‘ 31.0 44 
Columbus 28. 0 44 Pitt y 16.9 44 
Craven 40.3 44 Polk 9 28. 1 44 
Cumberland 47.2 44 Randolph___- 1.8 29. 2 44 
Currituck 18.3 $ Richmond 15.8 44 
Dare 20.3 44 Robeson 5.9 30.1 44 
Davidson 34.8 44 Rockingham... 2. 8 23.2 44 
Davie 21.6 44 Rowan 2.3 13.7 44 
Duplin 22.6 44 Rutherford 4 33.6 44 
Durham 56.0 44 Sampson 9.4 36. 6 44 
Edgecombe 39.0 44 | Scotland ae 21.5 44 
Forsyth 56. 0 44 | Stanly 1. 8 29.2 44 
Franklin 18.8 3 44 Stokes _- La 39.3 44 
Gaston 48.3 ao 44 Surry 5.8 20. 2 44 
Gates 22.6 33. 4 44 Swain - | 34.9 44 
Graham 24.7 31.3 44 Transylvania __ i. 2 19.8 44 
Granville -- | .2 32.8 44 Tyrrell 5.7 39.3 44 
Greene .2 26.8 44 Union 2.0 34.0 44 
Guilf wd | 56.0 0.0 44 Vance .4 14.6 44 
Halifax 28.7 27.3 44 || Wake 5.0 0.0 44 
Harnett 25, 4 30.6 44 Warren 4 30. 6 44 
Haywood __ 29.6 26.4 44 Washington a 3. 6 32.4 44 
Henderson | 33.5 22.5 44 | Watauga ‘. 5. 1 30.9 a 
Hertford | 25.1 30.9 44 || Wayne 3 } 41.9 14.1 44 
Hoke 19.8 36.2 44 ae on eel 22. 6 33. 4 44 
Hyde ‘ ‘ 16.7 39.3 4 Wilson ‘ ot 42.7 13.3 44 
Iredell | 33.2 22.8 44 || Yadkin eel 16.8 39.2 ay 
Jacks m___- 18.3 37.7 44 || Yancey__....-. 16.7 39.3 | 44 


' County percentage contribution ranges from 16.7 percent (minimum) to 56.0 percent (maximum) and is 
based on the per capita individual income tax paid per annum over the 6-year period, 1939-44. 


Senator Purrets. Our next witness is a graduate of Columbia Uni- 
versity Medical School and Johns Hopkins School of Public Health. 
He has been a rural physician and surgeon and director of the New 
York State Joint Hospital Survey and Planning Commission, admin- 
istering the Hill-Burton program, since 1946. He is a member of 
the State department public health service evaluation team on inter- 
American affairs. 

We welcome and are most anxious to listen to Dr. John Bourke. 


Dr. Bourke. 
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STATEMENT OF DR. JOHN J. BOURKE, EXECUTIVE DIRECTOR, 
NEW YORK STATE JOINT HOSPITAL SURVEY AND PLANNING 
COMMISSION 


Dr. Bourke. Mr. Chairman, Senator Hill, members of the commit- 
tee: I have submitted a statement. 

Senator Purreuy. Is it your desire to present in brief form the 
statement, or do you wish to read the statement ? 

Dr. Bourke. I will read the statement, with your permission. 

Senator Hit. Why the word “Joint”—New York State Joint Hos- 
pital Survey and Planning Commission ? 

What does that word “Joint” mean ¢ 

Dr. Bourke. That is because it represents the three departments 
having major responsibilities for hospital care 

Senator Hiww. I understand. 

Dr. Bourke. The Welfare Department, the Health Department, 
and the Department of Mental Hygiene. 

Senator Hitt. Oh, I understand. 

Dr. Bourke. In other words, it carries out the aims—— 

Senator Hitt. Those are the three separate departments under your 
State government, and this commission represents the whole? 

Dr. Bourke. That is right. 

Senator Hitz. Fine, Doctor. I just wanted to get this clear in my 
mind, and for the record. 

Dr. Bourke. Mr. Chairman, I should like to add a short statement 
to my prepared statement, if I may. 

Senator Purreti. We will be very happy to have it. 

Dr. Bourke. My testimony is limited to the medical and technical 
aspects of Senate bill 2758 and the related Hill-Burton program, in 
which I believe I am competent, namely, the provisions of the bill de- 
signed to secure community medical services and facilities for the 
patient and for the practicing physician. 

I do not believe that I am competent nor authorized to speak favor- 
ably or unfavorably with regard to the Federal-State fiscal relation- 
ships, those aspects of the bill, under discussion. There are other 
groups studying those items. 

Public Law 725, the Hill-Burton bill, as amended in 1949, has, in 
my opinion, contributed greatly to the health and improved quality 
of medical-care services in New York State. The program, ad- 
ministered by the New York State Joint Hospital Survey and Plan- 
ning Commission, has been universally well received and has enjoyed 
the full cooperation and support of the medical and nursing profes- 
sions. For exampk, after an inspection trip in 1951 to a number 
of the smaller Hill-Burton projects in rural areas, the president of 
the State Medical Society noted in a published statement that: “The 
provision of these hospitals, by meeting the needs of the physicians 
in the community, should enable them to render broader and better 
services to the people in their communities.” 

In New York the program has mobilized the full participation and 
assistance of representatives of medicine, hospitals, agriculture, labor, 
industry, and other groups concerned with hosnital care. at both 
the local and State levels. 
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To date, 83 hospital projects are receiving Federal aid in New 
York under the Hill-Burton Act. Of these, 65 are in operation, 10 
are under construction, and 8 are still in the design stage. Their 
total construction cost amounts to $93 million, of which $26 million 
is being met with Federal funds. Moreover, it is significant that 85 
percent of the Federal funds have been assigned to projects under 
voluntary nonprofit and church auspices. 

Exhibit 1 illustrates that. 

Senator Purret,. Without objection, that exhibit will be received 
and made a part of the record. 

(The exhibit referred to is as follows:) 


Exuisit No. 1. New York STatTe Jornt HospiTrat SurvEY AND PLANNING 
CoM MISSION 


Construction status of projects approved to receive Federal aid, New York State, 
Jan. 31, 1954 


Number of | Percent dis- 


Construction status ' : z 
aE UOR an projects | tribution 











(1) (2) (3) 

TOG i cdbsbbi ceewibb de ee b AR oh hashedbbetees nip paisa <pieiinel 183 100.0 

We MRNAS i oct ois os dinlcca gate ae Se nniancaesilchexcns uae nde ales 65. 78.3 
nn I hla creas densi esemeyemniomscilieibinheesivnipiuidadaadil ia aile 10 12.1 
75 percent or more complete 6 7.3 

50 to 74 percent complete. -.-_-_- 2 2.4 

25 to 49 percent complete_____- 0 0.0 
SE Ore I Ea og ccdbccccccncncsndusnenide lin adinnmeseneell 2 2.4 
NE DRG iin resins edinaielnektRdindieeesessnasshEepthinindornst ad 8 9.6 


1 At 65 different hospital facilities, 6 of which are sponsors for more than 1 project. 


Senator Hitt. In other words, those figures show you haven’t just 
sought to use these funds to particularly help out your State; isn’t 
that right ? 

I mean you haven’t sought to just channel these funds into what 
you might call State or county institutions? 

Dr. Bourke. That is right. 

Senator Hix. Is that right? 

Dr. Bourxe. There have been no funds allocated to State projects. 

I will refer to that briefly. 

Senator Hux. All right. 

Dr. Bourke. I believe that the aims of the Congress in passing 
Public Law 725 have been realized, as evidenced by the number of 
small communities in the rural areas of our State which now, for the 
first time, have modern, well-equipped hospitals and more compe- 
tent medical staffs augmented by younger physicians attracted by the 
new facilities. 

These communities probably would not have achieved this goal 
without the encouragement and assistance of the Federal program 
and many would still be operating their hospitals in hazardous, con- 
verted, frame dwellings and without proper equipment for effecting 
proper diagnosis and treatment. 

The requests from hospitals for Federal grants for the construction 
of new and expansion and improvement of existing hospitals have at 
all times exceeded the funds available to the State. 








& 
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In February, 1954, there were 119 potential peepitel projects in the 
State with estimated construction costs of $343,218,139. 


These were on the basis of surveys s made as . the individual hos- 
pitals. 

Approximately one-third of this cost was for projects envisaged 
under voluntary nonprofit and church auspices; one-fifth for State- 
operated mental and tuberculosis hospitals; and one-half for improv- 
ing the municipal hospital system in New York City. And I have 
supplied an exhibit in that connection. 

Senator Purre.tt. Without objection, that exhibit will be made a 
part of the record. 

(The exhibit referred to is as follows:) 


Exursit No. 2. New YorK State JOINT Hosprrat SURVEY AND PLANNING 
COMMISSION 


Review of hospital projects in construction, architectural planning or discussion stage in New York State 
which are eligible for consideration of Federal aid for construction and equipment under the Federal Hos- 
pital Survey and Construction Act without reference to the availability of Federal funds, February 26, 
1954.1! Summary of: 

I. General and chronic hospital projects approved on split-project basis with partial financing in fiscal 

year 1954-55. 

II. General and pediatric hospital projects programed, on basis of anticipated Federal funds for inclusion 

in fiscal year 1954-55. 

III. General and chronic hospital projects expected to be ready for consideration for Federal grant, fiscal 
year 1954-55, if sufficient funds were to be available. 

IV. General and chronic hospital projects expected to be ready for consideration for Federal grant, begin- 
ning fiscal year 1955-56, if sufficient funds were to be available. 

V. State mental and tuberculosis hospital projects. 




















| 
| Estimated Federal grant 
Total j-—-"—r 
estimated | . 
: x . |Fiscal years 
cost Total "a ts beginning 
. 1955-56 
I. General and chronic hospital projects approved on 
split project basis with partial financing in fiscal 
year 1954-55 (project No., name of hospital, and | 
location): | 
NYS-90. St. Luke’s-Memorial Hospital Center, | 
Utica . |? $2, 767, 000 $700, 000 OOGR, GE Vénccoceremas 
NYS-92. South Nassau C netted Ocean- 
side _- aaa suet 2, 523, 413 | 363, 450 >. | er 
NYS-93. Nassau, Mineola _- | 1,383, 994 | 348, 000 LEE Fis. ccsciace 
NYS-94. Long Beach Memorial, Long Beach 300, 000 47, 400 15, 800 9 italien ts 
N YS-95. North Shore Hospital, Manhasset - 3. 308, 954 442, 500 ELBE Ecisessssess 
NYS-96. Mercy Hospital, Rockville Centre. 1, 890, 000 | 298, 650 99, 550 a bibbhise 
NYS-100. Booth Memorial, New York City | | 
RE ee | 3,357, 100 1, 119, 033 528, 574 |.....- ide 
Total, New York State... ...__.-- | 15, 620, 461 | 33,319,033 | 1, 448, 574 | 0 
II. General and pediatric hospital projects programed, | 
on basis of anticipated Federal funds for inclusion | | | 
in fiscal year 1954-55 (see exhibit No. 1): 5 | | 
hospital projects-_- 11, 135,000 | 3, 718,333 O Tie, G06. t .ctatidunwdn 
III. General and chronic hospital projects expected to | | 
be ready for consideration for Federal grant, fiscal | | 


year 1954-55, if sufficient funds were to be availa- | 
ble (see exhibit No. 2): 37 hospital projects. - 78, 806, 050 | 26,215, 180 | 26, 215, 180 
IV. General and chronic hospital projects expected to 
be ready for consideration for Federal grant, 
beginning fiscal year 1955-56, if sufficient funds 
were to be available (see exhibit No. 2): 63 | | 
hospital projects_ | 176, 222, 628 | 58, 740, 873 | 





Ship ctebass $58, 740, 873 

V. State mental and tuberculosis hospital Projects | 
(see exhibit No. 3): 10 hospital projects. - st 61, 434, 000 | 20,478, 000 |.......-.-.-] 20, 478, 000 
TELS dciiog tisdcgnudeamecdadetindnbsadinaie tvisietbaiael 313, 218, 139 2, 471, 419 | | 31, 382, 087 79, 218, 873 





1 Based on intensive survey eesainak 1952, revised on the basis of information currently available to the 
Commission. 

2 Estimated cost of this project fluctuating. 

3 $1,870,459 allocated from available apportionments to New York State. 








138 PRESIDENT’S HEALTH RECOMMENDATIONS 


Dr. Bourke. Further evidence of hospital needs in New York is 
that the legislature has just passed a bill authorizing a public refer- 
endum on a $350 million pond issue for the construction of additional 
State mental-hospital facilities. 

Physical facilities, though necessary and desirable, represent only 
one aspect requisite for adequate hospital care. Therefore, it is most 
heart warming to report that in New York the Hill-Burton Act has 
stimulated communities to thinking about the relationship of their hos- 
pitals to other community professional and health services; that it 
has created an interest in the quality of care provided; and that it 
has encouraged architects, engineers, and the building trades to show 
ingenuity in hospital planning and in the use of structural materials 
developed during World War II. 

Moreover, the fact that the Hill-Burton Act required the develop- 
ment of a statewide plan for hospital construction has given growth 
to discussion among various interests in the health field addressed 
to providing more effective facilities, freeing many rural and small 
urban hospitals from isolation, and fostering an interchange of spe- 
cialized medical skills between the medical teaching centers and the 
smaller hospitals. 

In brief, the interest created is resulting in a better understanding 
of the role of the hospital in serving its community more adequately. 

For example, in the course of planning, many of the smaller com- 
munities realized that it was neither feasible nor economical for 
them to provide the full range of hospital facilities and medical skills. 
Their answer was to develop working relationships with larger neigh- 
boring hospitals to insure good care for their people. To this end, 
they have made arrangements for the part-time services of radiolo- 
gists, pathologists, specialized surgeons, and internists from the larger 
hospitals and teaching centers. 

This concept foreshadows the development of new administrative 
techniques and methods for the more adequate care of patients—for 
those in the hospitals, for those attending hospital clinics, and for 
those under care at home—if we are to avoid overbuilding and un- 
necessary costly capital construction. It brings into focus the need 
for nonbed facilities devoted to the prevention of illness and rehabili- 
tation, wherever possible. 

Therefore, I respectfully recommend the passage of Senate bill 
2758, which will assist communities to construct and equip much- 
needed diagnostic and treatment centers, rehabilitation facilities, 
hospitals for the chronically ill, and nursing homes. 

Many authorities in the field of hospital planning recognize the 
expanding role for the general hospital into a focal point for the 
integration of the health services of a community. 

Such a hospital should provide preventive services as well as cure 
disease. Its facilities and staff should be devoted to the maximum 
rehabilitation of patients and concerned with the care of long-term 
illness and convalescence. 

These recommendations are consistent with the findings of the 
National Commission on Hospital Care, established by the American 
Hospital Association in 1945, which included representatives of the 
medical profession, medical schools, hospital trustees and adminis- 
trators, industry, labor, and agriculture. 
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Diagnostic and rehabilitation facilities: If the general hospital 1s 
to be of assistance to the local practicing physician and exert influ- 
ence in decreasing the demands for bed care, its facilities should be 
made available to ambulatory as well as hospitalized patients. 

Medical successes in the communicable-disease field during the last 
50 years have largely been due to the preventive programs of immuni- 
zation, sanitary control of the environment, early case finding and, 
more recently, the effects of some of the newer drugs. Yet, this suc- 
cess is tending to change the character of the illnesses necessitating 
hospitalization, for many of the diseases and disabilities now becoming 
more important tend to be of a chronic nature. Here early diagnosis 
is essential, if the condition is to be arrested, and rehabilitation pro- 
cedures are of prime importance if the patient is to return to a pro- 
ductive life. 

Modern medical science provides diagnostic and treatment tech- 
niques, but many require elaborate and expensive equipment which 
the average practicing physician cannot afford personally. There- 
fore, if he is to have access to them, it is important that they be avail- 
able at a center for his use if he is to detect disease early and achieve 
adequate, correct diagnoses. 

Similarly, rehabilitation centers could do much toward stimulat- 
ing hospitals and physicians to return patients to normal 
activity, or at least to self-sufficiency. If located in the proper setting, 
they should be a vital force in improving educational programs for 
nurses, physicians, and rehabilitation technicians, and. in lessening 
the burden of public support for many handicapped. Their efficacy 
and importance to our economy has been demonstrated by those spon- 
sored by private interests and the success of the National Vocational 
Rehabilitation program. Therefore, the services of rehabilitation 
centers should be available to all and rehabilitation not limited solely 
to those for whom job opportunities are waiting. 

Rehabilitation is a concept and an attitude rather than a medical 
specialty. It should permeate all stages of medical care. Hence, 
the success of any rehabilitation program will depend largely upon 
the advice, assistance, and understanding which the medical profes- 
sion brings to State and community planning. 

With regard to nursing homes, there are 8,000 beds in nursing homes 
in upstate New York generally housed in unsafe, overcrowded, con- 
verted dwellings. Most are operating under proprietary auspices. 
Half their patients are supported by public funds. 

Although these homes are rendering a greatly needed service, the 
question arises as to whether the quality of care could not be im- 
proved, rehabilitation be made more effective and quarters be made 
safer in better and larger facilities which could operate more eco- 
nomically. 

Preferably, these facilities should comprise units of suitable, well- 
equipped general hospitals which are sanakie of providing medical and 
nursing care of high quality. 

With regard to chronic hospitals, it is essential to distinguish be- 
tween hospital and nursing home care of the chronically ill. The 
former is requisite for the patient needing active, clock-around medical 
and professional nursing care and observation which can be secured 
only through use of the range of services and equipment available in 
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a hospital setting. For example, hospitalization would be necessary 
when difficult diagnostic procedures are indicated, when the severity 
of illness requires constant medical observation, when highly skilled 
nursing techniques must be applied. But when the diagnosis has been 
made, when the course of treatment has been determined and assured, 
when there is no immediate danger of relapse, and when the plateau 
of illness has been reached, it may be psychologically desirable and 
economically prudent to transfer the patient to nursing home care if 
his condition warrants his being seen only periodically by a physician 
and being cared for by nurse-attendants under professional nurse 
supervision. 

In brief, chronic hospital care should be used only for those patients 
truly needing the battery of hospital skills and equipment. Any other 
course would be wasteful of facilities, skills, time, and money. 

Yet, what is really needed is hospital care for such chronically ill 
persons—and this can be provided in an adequate general hospital as 
well as in a chronic hospital. In fact, many highly competent physi- 
cians and hospital administrators are convinced that the general hos- 
pital is the better locale where the patient has constant access to the 
medical specialists. Also, the integration of general and chronic hos- 
pital care in one facility should insure more flexible and more eco- 
nomical use of the capital structure. 

In this connection, New York State in 1947 formulated recom- 
mendations for a comprehensive, statewide program for the care of 
the chronically ill but, unfortunately, little progress has been made 
in bringing these proposals to fruition. 

In that connection, I have submitted a summary of that program. 
However, I think it may be a little unjust to ask that it be made a 
part of the record. 

Senator Purrett. That is this document entitled “Summary of a 
Program for the Care of the Chronically Ill in New York State”? 

Dr. Bourke. That is right. 

Senator Purret.. All right. 

Dr. Bourke. With regard to funds for planning and research, the 
Congress has shown true wisdom by including in Senate bill 2758 
provision for grants to the States toward planning, study, and research 
addressed to diagnostic and treatment centers, rehabilitation centers, 
chronic hospitals, and nursing homes. 

Knowledge is limited in these fields and the need for experimentation 
essential. 

The sums proposed for actual construction are conservative in rela- 
tion to need but should serve as an incentive to States and localities 
to initiate pilot-type projects. 

Much will be learned from these new facilities and the concurrent 
study and research so that, should greater capital sums become avail- 
able in the future, a new body of knowledge will be available, based 
on facts and experience. 

It is recognized that problems of geography, economics, and the 
wishes of the people differ among States and, within States, among 
communities. Although the following suggestions are based upon 
situations and experience in New York State, they are respectfully 
submitted for your consideration. 











HO EE I ARRON SE RRB Re ON Re a aneaaae . as 


PRESIDENT’S HEALTH RECOMMENDATIONS 141 


SUMMARY OF A PROGRAM FOR THE CARE OF THE CHRONICALLY ILL 
IN New YorkK STATE 


1. Where possible, diagnostic and rehabilitation centers, chronic disease facili- 
ties, and nursing homes constructed under the program set forth in Senate 
bill 2758 should be contiguous to or an integral part of community general hospi- 
tals meeting national accreditation standards. 

2. In ascertaining the potential location of such facilities, careful considera- 
tion should be given to the sponsoring community’s actual need, its ability to use 
fully the contemplated units, the quality of service which it is prepared to render, 
and the flexibility of usage which it is willing to insure. For example, the con- 
struction of a chronic-disease hospital requiring certain diagnostic and treat- 
ment facilities and equipment might be envisaged for an isolated location, while 
an accessible, existing general hospital is fully equipped and staffed. In such 
an instance, economies in capital construction and operation might be effected 
by planning the chronic disease hospital as a unit of the existing general hospital. 
This arrangement might also be desirable from the standpoint of changing 
patient demands, i. e., should the general care load decrease and the chronic 
load increase, the combined plant would still operate at a desirable occupancy 
rate. 

8. Since the public assistance programs of many States now provide for the 
purchase of medical and hospital care for many dependents, the traditional con- 
cept of providing hospital care for the needy only in public facilities has become 
outmoded. Therefore, any facilities constructed in these four categories should 
be available, in my opinion, to all economic groups, just as so many hospitals 
constructed under the current Hill-Burton program are now operating. 

4. The proposed bill specifically apportions the amount of money to be expended 
by the States in each of the four categories of facilities. It is possible that some 
States may have difficulty in developing suitable projects in one or more of these 
eategories. Therefore, to encourage sound planning and full utilization of the 
authorized amounts, the interchange of funds among categories should be 
permitted. 

Although potential sponsors might be interested in developing certain types 
of projects, they may hesitate to do so because of inability to envision sources 
of support for their operation. This may prove particularly true of chronic 
hospital and nursing-home facilities caring for long-term, expensive illnesses. 

This uneasiness about maintenance funds for hospitals, related facilities, and 
supporting services probably will not be resolved until the relationship of the 
various sources of support to the hospital become more clearly defined. These 
sources include the patient and his family, Blue Cross and Blue Shield plans, 
workmen’s compensation programs, philanthropy, commercial insurance carriers, 
and government at all levels. 


Thank you, sir. 

Senator Purretn. Thank you, Doctor. 

Senator Hill, have you some questions ? 

I am sure you have. 

Senator Hixx. Doctor, it seems to me your thought is, insofar as 
possible, chronic disease hospitals and nursing homes should be con- 
tiguous to or an integral part of what we call a general hospital ? 

‘Dr. Bourke. Yes. There may be geographic ‘factors in other parts 
of the country which preclude that. 

Senator Hitt. But as far as New York is concerned 

Dr. Bourke. We have, Senator Hill, from the very start of the 
program in our State lan had a minimum size for general hospitals 
because of our geography transportation, of 50 beds, and have specified 
the basic specialties that should be found in that community hospital— 
a qualified surgeon, radiologist, pathologist, and internists—and we 
have deviated in only 2 instances from that. 

Senator Hix. In other words, your general rule has been to tie 
them in there? 
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Dr. Bourke. Rather than to have a multiplicity of units, we have 
set up 50-bed units, and we encourage their working with the larger 
medical teaching centers. 

Senator Hitt. I want to refer to the letter I referred to earlier from 
our hospital planning division head. I stated at the time I had not 
had an opportunity to read this letter, and I will have to be frank 
and say I haven't yet read the letter because I wanted to hear the 
testimony of the witnesses, but I do note one thing—another thing here, 
too—and that is this: It says: 

H. R. 8149— 
that was the companion bill, of course, in the House— 
does not require the facilities constructed thereunder to be operated in accordance 
with the State-adopted standards except in those States which have a licensure 
act covering such facilities. 

We feel operation in accordance with the State standards is most essential 
in the proper operation of the facility and in the protection of such standards 
afforded. This is particularly true in the case of nursing homes and chronic 
disease hospitals. 

Do you agree on that ¢ 

Dr. Bourke. Some of the States, I know, are working with the 
nursing-home problem. We had it under study in New York State 
through the welfare department the past several years. It is some- 
thing more than facilities. It isan analysis of what the quality of care 
is and how much attitude toward rehabilitating these people occurs 
in that type of setting. 

Senator Hu. Of course, without being critical, and I certainly 
don’t want to draw any indictment here, and particularly I do not 
want to draw any indictment against the home people, I know many 
of these chronic hospitals and nursing homes are doing a wonderful 
job for the finances they have. You have to always bear that in 
mind—what you can do with what you have. 

Isn‘t that right? 

Dr. Bourke. That is right. 

Senator Hint. But the truth is one reason we need more chronic 
hospitals and nursing homes is that the standards in some, to say the 
least, are pretty low, and I say they are low because, and I am sure 
this is true in large measure, of the lack of finances. 

Isn’t that true ? 

Dr. Bourke. Yes; I think so. 

Senator Hitt. But surely your State standards ought to apply. 
You agree on that, don’t you ? 

Dr. Bourke. I think anything should be done that will prevent the 
isolation of these institutions from the focal point of medical service. 

Senator Hix. I was interested, too, Doctor, in your testimony that 
you agreed with Mr. Bugbee of the American Hospital Association 
in stating that these funds ought to be interchangeable because, as 
you suggested, one State might have a pressing or compelling need 
for one type of facility or might be able to go forward with the con- 
struction of that type and some other State might have another type 
of facility it was able to go forward with or had the compelling need 
for. 

Dr. Bourke. We have constructed diagnostic centers as part of our 
medical teaching centers under the basic program. 
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Senator Hint. Under the basic program ? 

Dr. Bourke. Yes, sir. 

Senator Hm. And you would have these funds interchangeable? 

Dr. Bourke. Yes, sir. 

Senator Hix. You would hold fast, would you not, in any amend- 
ments of this act, I think this is important, to the basic concept— 
and there wasn’t anyone who hammered this more than our good 
friend, Senator Taft—the basic concept of the administration and the 
authority in this act being at the State level rather than at the Wash- 
ington level; is that right ? 

Dr. Bourke. I think that has been one of the basic facts of the 
success of the program, Senator Hill. 

Senator Hitz. Thank you, Doctor. 

Senator Purreit. Thank you, Doctor. 

If there are no more questions, our next witness will be Mr. Richard 
C. Parmelee, attorney for the Connecticut Private Hospital Asso- 
ciation. 

I welcome you here, Mr. Parmelee. I know that you have got some 
testimony that is going to be very interesting to this committee. 


STATEMENT OF RICHARD C. PARMELEE, ATTORNEY FOR THE 
CONNECTICUT PRIVATE HOSPITAL ASSOCIATION 


Mr. Parmever. Thank you, Mr. Chairman. 

Gentlemen, I am here, as you know, on behalf of the Connecticut 
Private Hospital Association, and having been seated here this morn- 
ing listening to the distinguished doctors who preceded me I am quite 
humble at this moment. However, on their behalf, and reading from 
a statement which was prepared at their request, and largely by them, 
I wish to state that the Connecticut Private Hospital Association is 
opposed to Senate bill number 8S. 2758 in principle, for the primary 
reason that it proposes to substitute nonprofit organizations to con- 
duct nursing homes in place of private enterprise and placing such 
public institutions in competition with the estimated 20,000 nursing 
homes which for 20 years or more have cared for the indigent, the 
aged, and the chronically ill without aid or favor from either county, 
State, or Federal Governments. 

The next four paragraphs, gentlemen, in fairness to your committee, 
have been lifted from a statement made before the House committee 
at an earlier time, but I have been directed to call them to your atten- 
tion because it so heartily represents the thinking of my Connecticut 
people. 

A nursing home is an institution unique to the American scene, 
Like many of the great prepayment health plans, these homes have 
grown and matured out of sheer necessity. They have served the 
communities of America with neighborly understanding. It came 
as a shock to virtually every privately owned nursing home when 
President Eisenhower in his address to the Nation suggested that the 
Federal Government through this bill, H. R. 7341, should survey the 
need for federally-sponsored nursing homes. 

For the past 20 years, 20,000 nursing-home operators have spent 
their time, their energies, and their fortunes in the development and 


yromotion of nursing homes throughout the entire United States. 
hese nursing homes are small, compact, friendly units caring for 
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persons afflicted with some of the most dreaded diseases of our time 
with the sympathy and understanding that cannot be attained in 
larger, chronic institutions. a 

The nursing-home operator locates the nursing home where it is 
needed. He employs local help, local nurses who would in many 
instances, because of family obligations, be unavailable to travel 
to more centralized chronic institutions. There is hardly a com- 
munity in the United States without 2 or 3 nursing homes, thereby 
giving the families of the chronically ill and aged a variety and 
freedom of choice. 

The nursing home is two things: It is a profession and it is an 
industry. It is licensed under the laws of the various States; it must 
keep accurate records as to the medical treatment and nursing care 
of its patients. It must be prepared to solve an untold number of 
dietary problems; it must tend to the needs of patients who are com- 
pletely bedridden; it must provide the facilities for comfort and care 
24 hours a day, 7 days a week; it must conform to the rules and regula- 
tions of the various State departments of public safety, rules, and 
regulations that vary from time to time and are costly items in the 
maintenance of a nursing home. 

In Connecticut, the private nursing home or convalescent hospital 
is conducted by individuals and privately owned corporations on high 
standards and subject to regulation by the public welfare council, 
offices of the commissioner of health, and the fire marshal of the State. 

The homes are located in various parts of the State in suburban and 
rural areas and most of them are well managed and in keeping with 
high standards in all respects. 

The patients are cared for in a homelike atmosphere and the average 
population of the individual home is such that the patient who in many 
cases must spend all or a larger part of his life in such place feels 
more at home and at ease than in any large publicly operated hospital 
or institution. 

May I say at this point, gentlemen, and I think Senator Purtell 
is well aware of it, Dr. Stanley Osborne, our commissioner of health, 
has seen to it standards of health have been maintained, and more 
recently Dr. Margaret C. DuBoise has been employed there and is 
in charge of all hospitals in our State, and she has taken great and 
particular care to see to it in the nursing homes all State laws and 
regulations promulgated under the State laws are rigidly enforced 
and carried out. 

Also, with respect to the fire hazard, which I know. gives concern 
to your committee for certain other areas of this country, be it said 
now that under the able leadership of our former State police com- 
missioner, who was lost to us, Mr. Hickey, who, in effect, was our 
fire marshal, some very rigid and very high standards of fire pro- 
tection have been provided for in these nursing homes throughout 
our entire State, and they are still in force, and the effect of his 
able leadership on the fire protection in this sort of institution will be 
felt for all time. 

In our State the management of these nursing homes in most cases 
consists of a husband and wife, who add to the homelike atmosphere. 

In Connecticut at the present time there are 4,800 beds in licensed 
nursing homes, and there are 187 separately operated institutions. 
Not all of them are members of this association. 
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The association which I represent is devoted to improving the 
standards among the private-nursing homes in the State. 

It is estimated in our State, by the association that I represent, 
that 1,000 additional beds are needed. 

I believe that is below estimates given to your committee in other 
forms at other times. 

The commissioner of welfare in our State pays for a large per- 
centage of the patients occupying the homes operated by the Con- 
necticut Private Hospital Association. This figure varies, but it is 
slightly below 50 percent. 

In the State of Connecticut the privately operated nursing homes 
are not without their problems, and therefore it is the suggestion 
of the Connecticut Private Hospital Association that the bill before 
the Senate be amended so that the sum being appropriaetd for the 
building of nonprofit nursing homes on a matching basis between 
the States will be changed so that the same sum of money will be 
appropriated and allocated to the Small Business Administration 
to be loaned on a secured basis in accordance with sound business 
principles to private operators for the construction of privately owned 
nursing homes, this money to be repaid over a suggested 20-year 
period. 

There is a known need in the State of Connecticut for additional 
nursing-home care to supply bed room for an estimated 1,000 addi- 
tional patients. 

There is no question but what the need for additional private- 
nursing homes exists. 

In Connecticut private nursing home operators are faced with 
great difficulty in financing and expanding for the reason that savings 
banks and building and loan associations and other lenders consider 
them undesirable loans for the reason that the buildings are all 
devoted to a special, single purpose, and in the event of financial 
difficulty would not be readily salable in the event that they came 
into the ownership of said properties; and further, that because of 
the lack of sufficient capital by persons qualified to operate such 
type of nursing homes, the market for such homes is limited and 
the means to construct them is very limited, and it is in this respect 
that this legislation could be of assistance. 

While this is not in the prepared statement, gentlemen, may it be 
suggested the officers later suggested to me that I convey the message 
to the committee that possibly, instead of a direct appropriation, a 
guaranteed type of loan of the FHA variety might be suggested to 
you gentlemen. 

The Connecticut Private Hospital Association having considered 
the matter, feels that when all factors are taken into consideration, 
such as the outlay for land, buildings, equipment, et cetera, that they 
can care for the aged and infirm and others who need nursing home 
care at a cost lower than any publicly operated institution; and they 
believe, further, that they can give a higher quality of care, because 
if a patient is not satisfied, the patient may move from one home to 
another freely. In other words, competition among the homes them- 
selves will tend to keep a high quality of service, ahve in the insti- 
tutions, nonprofit and publicly operated, usually the patient will be 
required to stay in a given institution based upon his geographical 
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location regardless of whether or not some other institution provided 
care better suited and adapted to the particular patient. 

In conclusion the Connecticut Private Hospital Association wants 
to go on record as supporting generally the position of the American 
Association of Nursing Homes, of which it is a member, which it 
understands will appear tomorrow to state its position. 

On behalf of the officers, directors, and members of the private 
hospital association, I want to thank you for being given the oppor- 
tunity of appearing before your committee to state the position of 
this association on this bill. 

Senator Purrens. Thank you, Mr. Parmelee. 

May I ask here, Have you had a chance to study H. R. 8149, which, 
of course, has passed the House ? 

The reason for my inquiry is because of the language there, which 
I think will interest you very much, and your association. May I 
read from page 15, the 16th line: 

The term “nursing home” means a facility for the accommodation of conva- 
lescents or other persons who are not acutely ill and not in need of hospital care, 
but who require skilled nursing care and related me‘ical services— 

(1) which is operated in connection with a hospital, or 

(2) in which such nursing care and medical services are prescribed by, or are 
performed under the general direction of, persons licensed to practice medicine 
or surgery in the State. 

Now, actually there are many of the facilities that you talk about 
that will not meet this definition; isn’t that correct ? 

Mr. Parma.ere. That is correct. 

Senator Purret.. Let’s review it again. 

Mr. Parmater. There are two such facilities in the State at this time. 

Senator Purreti. This takes in those which are operated in con- 
nection with the hospital or in which nursing care and medical services 
are prescribed by or are performed under the general direction of 
persons licensed to practice medicine and surgery in the State. 

I think that tightens it up quite a bit, doesn’t it ? 

Mr. Parmeter. Well, that is correct. 

Senator Purreti. The thing you worry about is this competition 
with private enterprise, and you have a right to worry about it from 
the way you operate in the State, in the State of Connecticut, but 
they have very high standards there, have they not, as compared to 
the other States in the operation of this particular type of hospital? 

Mr. Parmeter. That is so, and, as a matter of fact, in one of our 
leading newspapers, as you know, the Hartford Courant, appeared 
quite a complimentary article on the operation of these nursing homes, 

Senator Purrett. I would say one of the leading papers of the 
country. 

Mr. Parmeter. Yes, sir. 

Senator Purrety. I think the Hartford Courant is one of the lead- 
ing papers of the country, and I read the article and I know what 
high standards the State prescribes and makes you subscribe to in 
the operation of these hospitals. 

Now, what you are worried about and concerned with is this: Here 
you have done a pretty good job up there. 

How many beds have you got now? 

Mr. Parmeter. 4,500. 

Senator Purreitt. How many? 

Mr. Parmeter. 4,500. 
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Senator Purrexy. 4,500 beds, and you have set up rather rigid 
standards as to the operation of those. 

Mr. Parmeter. Yes, sir. 

Senator Purreti. And you must be licensed as a type of hospital; 
is that correct ? 

Mr. Parmeter. That is correct. 

Senator Purret.. Under State supervision ? 

Mr. Parmever. That is correct. 

Senator Purren.. And that supervision, I might say, is rigid, too; 
isn’t it? 

Mr. Pare cer. It is very rigid, and justly so. 

Senator Purre.t. What you are werried about is the investment 
you have made, with the acknowledgment on the pert of the State 
that your operations must be of the “highest type, because you have 
State patients, have you not, referred to you by hospitals in many 
instances; is that correct ? 

Mr. Parmeter. That is correct. 

Senator Purret.. And where hospitals are filled, is it correct the 
State sends you patients who would have otherwise gone to the general 
hospitals ? 

Mr. Parmeter. Well, usually that is in reverse. They go to the 
general hospital first and back to the nursing home. 

Senator Purreiy. Yes. 

Aren’t there cases—I am thinking of Middlesex County particu- 
larly—I have been informed, anyway, that you have had cases there 
where the hospital was filled and it was felt your accommodations met 
the needs, anyway, of cases which would ordinarily go to the general 
hospital ? 

Mr. Parmeter. I think those cases are rare, Senator. 

Senator Purre.i. I think they are rare, but, anyway—— 

Mr. Parmeter. They exist; yes. 

Senator Purrety. It was an acknowledgment of the fact that your 
standards were high enough in the ope ration of those hospitals, at 
least in that vicinity, for the State to recognize that it was serving 
the need of a general hospital in the cases referred to it; is that correct ? 

Mr. Parmeter. That is correct. 

Senator Purreti. I am not trying to put words into your mouth. 
I am trying to develop something that I had been informed in Con- 
necticut, anyway, was true. 

What you object to, then, is having set this high standard of opera- 
tion there, acknowledged by the very fact of the State use of the 
facility, you find now “the Federal Government offering to set up in 
cu mpetition with you like facilities through the use of Federal funds? 

That is what you are objecting to, is it not? 

Mr. Parmeter. They are worried, first, that they do not wish to be 
eliminated, and, second, they do not believe in this particular part 
of your proposed program that expansion by public, nonprofit insti- 
tutions is justified 1 In our area. 

We can’t speak for the rest of the country. 

Senator Purreiy. You feel you can take care of the expansion if 
some funds through some other agency were made available to you on 
a loan basis for expanding: i is that what your thought is? 

a Parmeter. I think they may be taken care of regardless, pos- 
sibly. 
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Senator Purrett. Thank you. 

Senator Hill has some questions. 

Senator Hitt. You say they may be taken care of regardless? 

Mr. Parmeter. They may possibly. 

Senator Hiri. They may possibly. 

Mr. Parmeter. You see, this type of loan is not a popular loan 
among our Connecticut banking people. 

Senator Hin, Anyway, you have a good system, we will say, of 
nursing homes. According to my information, you have one of the 
best certainly in the United States. 

Isn’t that true? 

Mr. Parmeter. That is what we claim, sir, and I believe that it has 
been so stated by disinterested persons. 

Senator Hint. Then the question would come: You have that sys- 
tem. Certain funds were earmarked solely and only for the con- 
struction of nursing homes. Your State might not be interested in 
using its share of funds so earmarked for nursing homes; is that 
correct ? 

Mr. Parmeter. Well, that is a possible truth, but there are cer- 
tain officials in our State that we understand think otherwise and who 
would like to build some experimental institutions along this line. 

Senator Hitz. I see, but there might be a question there as to 
whether or not your State would use or take advantage of its full share 
of Federal funds; is that right? 

Mr. Parmeter. That is correct. 

Senator Hix. If the earmarking, then, was too rigid, there wasn’t 
any flexibility there, any opportunity for interchange of funds, you 
might well then lose your share; is that right? 

Mr. Parmeter. Yes, which should not be done to the good State 
of Connecticut. 

Senator Hm. Then you would go along, I take it, pretty strongly 
with Mr. Bugbee and Dr. Ferrell that these funds ought to be inter- 
changeable; is that right? 

Mr. Parmeter. I certainly would endorse it. 

Senator Him. So that Connecticut might get its rightful share, 
just as I would seek at any time that Alabama “might get its rightful 
share; is that correct ? 

Mr. Parmeter. We will endorse that, Senator. 

Senator Huw. All right. 

Mr. Parmeter. I may say, as a private citizen, the larger part of 
this bill I am heartily in favor of. 

Senator Hm. Thank you. 

Senator Purteiy. Thank you, Mr. Parmelee. 

We will stand in recess until 10 o’clock tomorrow morning in this 
room, at which time the first witness will be Dr. Howard A. Rusk of 
New York University, Bellevue Medical Center. 

(Whereupon, at 12:33 p. m., the subcommittee recessed until 10 
a.m. Friday, March 19, 1954.) 
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Washington, D. C. 

The subcommittee met at 10:05 a. m., pursuant to recess, in room 
P-63 of the Capitol, Senator William A. Purtell (chairman of the 
subcommittee) presiding. 

Present: Senators Purtell (chairman of the subcommittee), Gold- 
water, Cooper, Hill, and Lehman. 

Also present : Melvin W. Sneed and William G. Reidy, professional 
staff members. 

Senator Purrety., The hearing will come to order. 

Our first witness this morning is Dr. Howard A. Rusk, one of our 
very eminent men in the profession, and we are very happy to have 
you with us this morning, Doctor, to help us in our deliberations. 

Is it your intention to read this statement in complete detail—it 
isn’t long—or do you have a longer statement, or do you wish to have 
this statement in the record and perhaps talk extemporaneously in 
addition to it? 

Dr. Rusk. I would prefer, Mr. Chairman, if I may, to have this 
statement in the record and talk extemporaneously and informally. 

Senator Purreis. It will be so ordered. 

Dr. Rusk. Thank you. 

Senator Purretu. Go right ahead, Doctor. 


STATEMENT OF DR. HOWARD A. RUSK, PROFESSOR AND CHAIR- 
MAN, DEPARTMENT OF PHYSICAL MEDICINE AND REHABILITA- 
TION, NEW YORK UNIVERSITY COLLEGE OF MEDICINE, CHIEF, 
PHYSICAL MEDICINE AND REHABILITATION SERVICE, BELLEVUE 
HOSPITAL, NEW YORK CITY, AND DIRECTOR, THE INSTITUTE 
OF PHYSICAL MEDICINE AND REHABILITATION, NEW YORK 
UNIVERSITY-BELLEVUE MEDICAL CENTER 


Dr. Rusx. I practiced internal medicine in St. Louis for 15 years 
before the war, and it fell my lot to establish the convalescent and 
rehabilitation program in the Army Air Forces during my service 
career. 

After this service, I couldn’t go back to internal medicine as I had 
known it, because I saw what could be done for severely disabled 
people with an adequate program. So, I went to New York, where 
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I head the department of rehabilitation at New York University, at 
the Bellevue Hospital, and at the Goldwater Memorial Hospital. 

In addition to that, for the last 3 years, we have had an institute of 
rehabilitation as a part of our medical center, which I also have headed. 

I have also served as consultant in rehabilitation to the New York 
City Department of Hospitals, the office of vocation rehabilitation. 

I worked with General Hawley in the early days of the Veterans’ 
Administration program and assisted in the establishment of that 
program, which I think has done a magnificent job. 

I think I might illustrate what has | happened in the veterans’ pro- 
gram by citing you the problem of the paraplegic. 

In World War I there were 400 paraplegics. They were no great 
problem because 90 percent of them died the first year of kidney 
infection, and only one-third got back to this country. There are 
only two alive today. 

This time we had 2,500 and they didn’t die because with antibiotics 
and the advances in medicine their lives were saved and they had 
strong arms and good minds and their lives before them, and they 
wanted to live the best lives they could with what they had. 

With the help that you gentlemen have made available to them, 
and with the medical skill and devotion in the veterans’ hospitals, 
1,763 of the 2,500 are living in their own homes, driving their own cars, 
and 80 percent of that group are either in school or in jobs. 

But while we got 2,500 as a result of the war, when we went into the 
problem we had some 10,000 as a result of disease and accidents in 
civilian life, and there were no places for them to go, especially 
designed to meet their needs. 

So, some of us who were interested felt there should be a third 
phase of medical care—the first obviously being prevention, the sec- 
ond definitive medical and surgical care, and the third phase is 
what happens to the person from the bed to the job. 

In the last 8 years we have made some progress. It is thought by 
my profession to be a third phase of not only care, but responsibility ; ; 
and we have some experience now that lets us believe this is not only 
good for the individual, but it is good economically and it is a basic 
tenet in democratic living, that is, that ever y man has a chance to 
live the best life he can with what he has left, and that in a democracy 
we provide him with such opportunity. 

Now the emphasis is swinging from the disability to the ability, and 
we have learned that a thing we should have known a long time ago— 
that society today doesn’t pay for brute strength; it only pays for 
the skill in your hands and what you have in your head. 

You can be the finest doctor or lawyer or diamond cutter or tech- 
nician and not have to run the 100-yard dash in 11 seconds, and that is 
the whole philosophy of our program, and now we have some exper- 
ience and facts to back it up. 

Tn the last 5 years in our own program at Bellevue Hospital we 
have seen a thousand individuals with strokes of apoplexy. The aver- 
age age was 63. The average time from the stroke until we saw them 
was 9 months, and in an average time of 7 weeks 900 we were able to 
send home to live noninstitutional lives, to care for themselves, and 
400 went back to some type of gainful work. 
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A million five hundred thousand people in this country have had 
strokes, and in the past these were felt to be hopeless problems. They 
aren’t hopeless. They have great hope. 

So, it is very heartening to those of us who dedicated our lives 
io the field to see Senate bills 2758 and 2759, because I believe that 
this has given the program the greatest impetus of anything that 
has happened since the understanding during the war years that 
such a program was possible and profitable. 

I have outlined the reasons in my statement why I feel these bills 
are good economics and good democracy. 

I might comment briefly on just 1 or 2 points. 

I think the way that this program will sweep the country is not 
by any specific results, but by demonstration. 

When we first started to talk about rehabilitation a decade ago, 
very few people understood it. They didn’t understand the civilian 
need was eight times that of the veterans’ need. They didn’t under- 
stand what the program was, and I think this provision for studies, 
demonstrations, teams that go through the country, see patients, 
hold clinies for demonstration with physicians—and it might interest 
you to know, which gives you some idea about how my own profes- 
sion feels about rehabilitation, that of all the private patients who 
come to our institute, one-third are either doctors or doctors’ fam- 
ilies, and I think with such teams going throughout the country, seeing 
the crippled in the community working out a program, that the doctor 
can carry on there for the simple cases, and helping them to under- 
stand what can be done and what the mechanisms are to do it will 
be invaluable. 

We are just in the beginning of our research and training aspects 
of the program because it is so new. 

We have just finished a 3-year followup study with our institute 
patients, many of them coal miners with broken backs, many of them 
from the vocational rehabilitation program, and we find that, al- 
though they go out of our institute ready to go to work, there is great 
need for understanding in the community and that if they aren’t 
picked up there and made to feel a part of the community, then 
certain of our training time is wasted ; but if they are, and if they are 
made to feel a part and given an opportunity, that they take their 
place back in society and pay real dividends to themselves and to 
the country that trained them. 

I think the bills are sound in concept, substance, and detail. 

I think there is one point that I would like to make, which I think 
is a dividend that we get, and maybe in some ways the dividend may 
be more important than the principle, and that is that this program 
is a tool for international understanding. 

As consultant to the United Nations and the World Veterans’ Fed- 
eration and the International Society for the Welfare of Cripples, 
I have been on many missions throughout the world—Poland, Israel, 
Austria, Finland, and recently twice to Korea—and the people in these 
parts of the world don’t ask, first, how many cars do you have, or how 
high are you building; but they want to know what opportunities crip- 
pled children have, what we do for disabled workers, and how about 
old people—do they have a chance to live the best lives they can—and 
they want to share what they have learned with us, and they are avidly 
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eager to get anything that we have that will help them with this 
problem. 

To me, this is a tool for international understanding that tran- 
scends political dogma, religion, geographic barrier, color, creed, 
and so forth. 

So, I think what we have started to do here, in a minor way, and 
now will be allowed to do in a major way, will mean. much to us in 
spreading the understanding of democracy in the places in the world 
we would like to have understand it. 

(The prepared statement submitted by Dr. Rusk is as follows:) 


TESTIMONY OF Howarp A. Rusk. M. D. 


My name is Howard A. Rusk. I am a physician and practiced internal medi- 
cine in St. Louis prior to World War II. During my military service in the Army 
Air Force, I had the privilege of organizing and supervising the Army Air Forces 
convalescent-rehabilitation program. Since that time, I have been professor and 
chairman, Department of Physical Medicine and Rehabilitation, New York Uni- 
versity College of Medicine; chief, Physical Medicine and Rehabilitation Serv- 
ice, Bellevue Hospital, New York City; and director, the Institute of Physical 
Medicine and Rehabilitation, New York University-Bellevue Medical Center, 

I have also served during the past 8 years as a consultant in rehabilitation 
to the New York City Department of Hospitals, the Office of Vocational Rehabil- 
itation, the Veterans Administration, the National Society for Crippled Children 
and Adults, the International Society for the. Welfare of Cripples, the World 
Veterans Federation and the United Nations. In my testimony to you, I do not 
speak officially for any of these or any other organization, but, first, as a citizen 
and, second, as a physician who is interested in the expansion of rehabilitation 
opportunities for our Nation’s handicapped. 

Attention has been repeatedly called to the fact that today there are an esti- 
mated 2 million physically disabled persons in the United States who could bene- 
fii from modern rehabilitation services and that each year some 250,000 who 
could benefit from such services become newly disabled. Yet as the Task Force 
on the Handicapped of the Office of Defense Mobilization pointed out in its 
report on January 25, 1952, after an exhaustive study of this problem, “The 
most important single point to be remembered in considering plans for the handi- 
capped today is the fact that we are now in a positon to do more to overcome 
the handicapping effects of disability than at any time in our history”. 

To me the most significant factor in S. 2758 and S. 2759 is that for the first 
time in our Nation’s history, it is proposed that we approach the problem of pro- 
viding these needed services to all of those who need them on a sound, rational 
basis under a well-developed plan. In the past, our efforts have been piece-meal 
and unilateral. As a result, too few of those needing services received such serv- 
ices and too few who were severely disabled received the comprehensive services 
which they needed. A combination of medical, social and technological ad- 
vances, however, have now made it possible for us to develop a national philoso- 
phy on rehabilitation and to put that philosophy into operation so that it will 
bring maximum benefits to the maximum number of persons. This legislation 
which you have before you provides for a unified, comprehesive approach to the 
problem and a method of putting this national philosophy on rehabiltation which 
has developed over the past few years into pratcical operation. 

The amendments to the Hospital Survey and Construction Act proposed in 
S. 2758 are urgently needed. The success of American medicine in the pre 
ventive and curative phases has made some profound changes in our Nation’s 
needs for institutional facilities. Better medical care and better environmental 
and other health conditions have saved countless lives. These people, some 
disabled in youth or their middle years, and others the victims of diseases that 
characterize the later years, present a constantly mounting problem in chronic 
care that will continue to grow as the average age of our population increases. 

The solution does not rest simply in creating more and more acute hospital 
beds in which these men and women may wait out the remaining years of their 
lives in uselessness, a liability to themselves, their families, their communities 
and the Nation. 

Our emphasis in the construction of medical facilities must be shifted to the 
creation of facilities which can rebuild the abilities of these persons to care for 
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their own daily needs and, whenever possible, to return to productive employ- 
ment. By such action, we can free the general hospitals of thousands of chronic 
cases who are now “freezing” beds for long periods of time and thereby make 
those beds available. Convalescent and rehabilitation facilities are our best 
hope to accomplish the two things most urgently needed today: 

First, they will help make the rehabilitation concept an established, working 
part of the community’s health system, so that every person who can be restored, 
either to a self-supporting job or to self-sufficiency in caring for his own needs 
at home, will have that chance. Some rehabilitation centers will serve only the 
basic function of a service facility to the community’s doctors, hospitals, rehabil- 
itation agencies and other groups; other centers affiliated with medical teaching 
centers, will not only serve the disabled but will also be vitally important in 
expanding the number of specialists trained in the techniques of rehabilitation. 

Second, these facilities, and particularly those for convalescent care, will feel 
a widespread need among large numbers of patients who today are in general 
hospitals because there is no place else for them to go. For such cases, who 
need some care but do not require general hospital services, such facilities 
as this bill proposes will substantially lower the cost of care and at the same 
time reduce the demands upon our available supply of doctors, nurses, and other 
professional personnel. 

The Hospital Survey and Construction Act has already shown itself to be an 
effective method of cooperation between the Federal Government, State, and 
local communities in meeting the institutional health needs of the people. 
Building upon this experience, in developing rehabilitation centers, is, to me, 
most sensible. 

The amendments to the Vocational Rehabilitation Act incorporated in S, 2759 
should receive the prompt and favorable attention of your committee. The 
public rehabilitation program has long been one of the bulwarks in our Nation’s 
efforts to combat disability. The present act has served its purpose remarkably 
well during the past 10 years. The fact is, however, that both the scientific 
advances of recent years and the development of the capabilities of the program 
itself have now rendered the present act obsolete in many respects. This bill, 
which I understand to be in accord with the President’s program, is also, in my 
opinion, in accord with sound professional planning to meet the needs of the 
disabled in this country. 

The provisions for financing the program, as contained in the bill, are more 
properly for consideration of fiscal experts and I shall not comment upon those 
features of S. 2579. Certain features of the bill, however, are most important. 

In reviewing the bill, I have been pleased to note that it proposes to take full 
advantage of the basic program already in operation. The resources in this 
country for rehabilitation are so limited that it is important to insure that work 
presently being done will be sustained. 

The bill’s provisions for extension and improvement, and for encouraging 
special projects to bring new ideas into the work, are admirably suited to the 
needs of rehabilitation work today. This is an expanding field in which the life- 
blood is new knowledge and new projects which will make it possible in future 
years to restore disabled people who cannot be helped today. The use of the 
special projects to help get the new progr#m underway rapidly during the next 
2 years is a very practicable measure, and a necessary one, if the general goals 
of these proposals are to be reached. 

The bill would make it possible to help local communities wishing to enlarge 
their rehabilitation centers and sheltered workshops into more comprehensive 
facilities, geared to the known needs of their own people. This is a matter of 
intense interest to the many groups in various places of the country who have 
struggled to provide at least minimum services but whose needs far outstrip their 
present resources. 

One feature of the bill is of special interest to me. It charges the Secretary 
of the Department of Health, Education, and Welfare with responsibility for 
making studies, investigations, demonstrations, and reports on the abilities of 
the handicapped and their potential for rehabilitation and return to suitable 
employment. Along with this is the responsibility to make the results of these 
studies available to other organizations working with the disabled and in related 
fields. Today there is no organization which performs this important function 
on a sufficient scale to insure that the disabled receive the benefit of all the 
information which is accumulating in the various specialty fields, in industry, 
and elsewhere. It seems to me to be the essence of good sense to insure that ‘we 
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not only devote ourselves to the pursuit of new knowledge but that we make 
sure we have the means of disseminating it and putting it to use. 

Finally, I would like to comment on the research and training aspects of the 
bill. In my opinion, the great single obstacle to the more rapid development of 
all types of rehabilitation services is the shortage of trained personnel. Al- 
though the number of physicians receiving specialized training in rehabilitation 
has increased tenfold since before World War II, the supply can fill only a frac- 
tion of the needs. The need for physical therapists, occupational therapists, 
speech and hearing therapists, rehabilitation counselors, social workers, and 
other rehabilitation workers is even greater. I shall not go into the details of the 
actual number of persons needed in these categories, for as a result of a number 
of studies, those facts are now available and are a matter of record. I would 
like to emphasize, however, that the granting of these funds for research and 
training is an essential part of this proposed comprehensive program, for the 
other aspects of the program cannot be implemented unless we have additional 
trained rehabilitation workers to staff our expanded progran. 

There is one other implication in this legislation upon which I should like to 
comment. During the past several years as a consultant in rehabilitation to the 
United Nations and the World Veterans’ Federation, a member of the Interna- 
tional Society for the Welfare of Cripples, a member of the American-Korean 
Foundation and as a private citizen I have had the opportunity of visiting a 
substantial number of foreign nations to observe their rehabilitation work for 
their handicapped. I have been deeply impressed upon these visits by the manner 
in which the other nations of the world have looked to American leadership in 
rehabilitation. To them the way that we in the United States serve our handi- 
capped, providing not charity, but a chance, exemplifies a democracy and the 
inherent values which it places on the dignity of the individual. This is but 
one of the many reasons why I hope this legislation will be enacted. 





Senator Purreit. Are there any questions, Senator Hill, you would 
like to ask Dr. Rusk? 

I want to thank you, Doctor, for being here again. 

Senator Hixi. Let me ask you this, Doctor: You told us a story here 
that is certainly most interesting and surely appeals, I am certain, to 
all of us to carry on this work of the restoration and rehabilitation of 
these neighbors of ours, so to speak. 

Do you carry on most of this work in connection with the hospital 
or in a separate center, or how do you do it? 

Dr. Rusk. I have three programs that we operate in my depart- 
ment. In Bellevue Hospital we took two wards and made them over 
into rehabilitation wards, and we combined the children’s orthopedic 
ward with the children’s rehabilitation ward and it operates as a 
unit of it. 

At the present time our instityte is separate, but eventually it will 
be a part of the hospital. 

I feel very definitely this program is a service program to physicians 
and to patients. It should be a part of the general hospital struc- 
ture—and, if not, integrally associated, connected with either geo- 
graphically or by staff relationship. 

Senator Hiix. In other words, you tie it in pretty close, then, with 
your hospital ? 

Dr. Rusk. Yes, sir; and I don’t feel it can work without it, because 
you have to have all the other branches of medicine as consultants. 
They are a part of the team, and I don’t believe it works as an isolated 
institution. 

Senator Hix. Then there is really no reason why these centers— 
and surely they should be built—couldn’t be built under the existing 
law: is that right? 

‘Dr. Rusk. No reason that I would see, sir. 
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Senator Hux. In other words, they can be built today under the 
existing law? 

Dr. Rusk. Asa part of the hospital. 

Senator Hitz. As a connection with the hospital or as a unit of 
the hospital, or in a sense they are a hospital, themselves, aren’t they ? 

Dr. Rusk. For a third phase. 

Senator Hiri. They are a hospital, themselves, aren’t they ¢ 

Dr. Rusk. Unfortunately, some of the hospital and insurance groups 
don’t feel that, because in our own institute, for example, if you have 
a stroke of apoplexy and go into the general hospital you are covered 
by hospitalization; but if you go in the rehabilitation center, where 
you get active training, because it is a different type of institution, 
we are not covered, and I think there would be instances, Senator 
Hill—for example, if you had a city of 100,000 people and the hospital- 
ization was divided into, say, 5 hospitals, all relatively small—now, 
you would set up a simple type of rehabilitation program there, be- 
cause I am one who feels that 75 percent of rehabilitation should be 
done by a practitioner right in the hospital. 

Senator Hii. You mean by the doctor in the hospital ? 

Dr. Rusk. That is right, but the centers should be saved for the 
very difficult cases. 

In our hospital yesterday or day before yesterday, when I made 
rounds, we had 14 boys with broken necks who had come to us from 
all over the country. Those cases cannot be handled unless you have 
a very highly specialized group of people. 

So, in a city like I described, you might want a rehabilitation center 
that would serve all 5 of the hospitals for the difficult cases, but with 
a staff association with either 1 or 2 or all. 

Senator Hi. Medical staff? 

Dr. Rusk. That is right; yes, sir. 

Senator Hi. In other words, these things have to be under medi- 
cal supervision and under medical staffing and medical servicing ¢ 

Dr. Rusk. That is right. That is why I 

Senator Hu. Therefore, I come back again to say they could be 
built under the present law. 

Dr. Rusk. Well, that would be fine, as far as I am concerned. 

Senator Hirt. And, understand, I am very sympathetic with what 
you are seeking to do—very, very sympathetic. 

Now, you addressed yourself, I noticed, in your full testimony, pre- 
pared testimony, Doctor, not only to the amendments to the hospital 
survey and construction act, but also amendments to the Vocational 
Rehabilitation Act. 

Dr. Rusk. Yes, sir. 

Senator Hitz. And I notice in conclusion you say: 





I would like to emphasize, however, that the granting of these funds for re- 
search and training is an essential part of this proposed comprehensive program, 
for the other aspects of the program cannot be implemented unless we have 
additional trained rehabilitation workers to staff our expanded program. 

Do you think it will take some time to get those additional workers? 

Dr. Rvsx. Well, our own institute—6 years ago we had 1 man in 
training, and at the present time, as of the Ist. of July, we will have 41. 

Unfortunately, that is more than half of those in tre ining through- 
out the country. 
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Senator Hiu. More than half in the whole country ? 

Dr. Rusk. Yes, sir. 

Senator Him. You mean in the whole United States, with 160 
million, that you have there about half of the whole thing? 

Dr. Rusk. Yes, sir. 

Senator Hit. Right there in your center? 

Dr. Rusk. Yes, sir. 

Senator Hii. That presents quite a problem. 

Dr. Rusk. That is where the bottleneck is, and there are 15 jobs for 
every young man or woman who comes out of the head center. 

If we don’t increase our training opportunities, we can never meet 
these goals. 

Some 5 years ago the National Foundation for Infantile Paralysis 
set up certain fellowships, and that was the beginning; and 2 years 
ago the Public Health Service, through the Heart Institute, and the 
other institutes, came in and saw this need, and 2 years ago they 
started a fellowship program. Had it not been for that, we would 
have been much further behind than we are now. 

That is just the doctor end of the thing. 

There are about 5,000 qualified physical therapists in the country. 
There are more than 2,500 position vacancies open right now. 

I have seven in my own hospital service at Bellevue, which is a 
coveted service because we do a lot of teaching. 

Senator Hiv. Bellevue? 

Dr. Rusk. Yes, sir. 

Senator Huu. In other words, if you can’t get them, surely other 
places are having more difficulty, I take it, than you would be? 

Dr. Rusk. I think that is true. 

Senator Hiri. I would think from what you said this morning, Mr. 
Chairman, if I were seeking to go into this work, I would certainly 
seek, if possible, to go there with Dr. Rusk. That would seem to be 
the choice place. 

Senator Purrett. It would, Senator. 

I wonder, though, what prevents these people from going into this 
program, or what causes this lack of attraction apparently for trained 
specialists. Is it the pay they get when they are subsequently out in 
the field ? 

Dr. Rusx. That has improved. When I first started the program in 
New York, a physical therapist was getting $2,160 a year. Therefore, 
we didn’t have any trained physical therapists. At the present time 
they start around $3,300 a year. 

No, sir. I think it has been a lack of education and understanding, 
and all of a sudden this has mushroomed; and I think if we doubled 
the number of graduates from physical therapy schools, from oc- 
cupational therapy schools, which is just as bad, and social work 
schools, for the next decade, we would still be short because every time 
you set up a program, then immediately the demand increases. 

Senator Purreti. Could you handle more? For instance, could you 
in your present facilities handle more trainees? 

Dr. Rusk. Yes. 

Senator Purtrett. What is it about it that won’t attract these 
people to come in for training? 

Dr. Rusk. Well, I think as far as the therapists are concerned, we 
have to go back into our vocational counseling service in the schools, 
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the high schools. There have to be demonstrations and films as to 
what this program is. 

Most high-school girls and vocational counselors who do it as an 
avocation don’t know too much about describing this program and 
what it means career-wise, and I think that is a part of the total 
educational program. 

Then I think there has to be an expansion of facilities. The physical 
therapist schools are about at saturation, but I think with some finan- 
cial help, and this is a rough estimate, they could be increased 50 per- 
cent without much building, or that sort of thing. 

Senator Purrett. You say the physical therapy schools are at a 
saturation point ¢ 

Dr. Rusk. They are about at saturation; but if they had some extra 
funds for teachers and for laboratory expansion, my understanding is 
they could take on 50 percent more. 

Then, of course, I think we have to have new schools, but that again 
takes time. 

Senator Purret,. I want to thank you, Senator Hill. I sort of 
intruded on your time. 

Senator Hiri. My dear sir, the chairman is the commanding chief. 
I am always glad to yield to him, particularly this particular chair- 
man we have here. 

Senator Purrett. You are being very nice. I thought we might 
explore that particular question. 

Senator Hitt. Iam tremendously interested in what you say. You 
see, I happen to be one of those who, for years around here, has been 
urging Federal aid for doctors, nurses, medical technicians, and people 
such as you have been talking about this morning. 

You have certainly given us a picture here, ‘I think, of a terrible 
shortage as far as personnel i is concerned. 

Dr. Rusk. There certainly is in our field, Senator Hill, right across 
the board. 

Senator Hitu. There is a terrible shortage? 

Dr. Rusk. Yes, sir. 

Senator Hinz. And to go out and provide the facilities for training 
this personnel and then bring this personnel in and train the person- 
nel will take time, won’t it? 

Dr. Rusk. That is right. 

Senator Hiri. In a sense, sir—you are modest, I know—you are 
really pioneering now in this work, aren’t you? 

Dr. Rusk. That’s right. 

Senator Hi. You are pioneering, and it hasn’t yet, so far as the 
country as a whole is concerned, caught fire, has it? 

Dr. Rusk. Well, I am glad 

Senator Hix. I don’t know whether you want to say that exactly 
because, as I say, you are a very modest man, but you have certainly 
presented a very challenging picture here. 

I don’t know of anything that stirs one’s emotions or affects one’s 
heart more to'see one of these unfortunate people like the paraplegic 
you have spoken of, and now you come here and tell us if we had 
the training and the personnel and the facilities so much could be 
done for those kinds of people; but it is going to take time to do that 
job, isn’t it? 
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Dr. Rusk. Yes, sir; but every time we train a doctor to go out toa 
new center we have an entirely new concept. 

The first doctor we trained went to Denver, where he has a magnifi- 
cent program. 

They are beginning to dot around, all over the country now. 

We participated with the program in Connecticut. I was con- 
sultant to the chronic-disease group when the first program was started 
at Rockyhill. 

Senator Purrei.. I remember that, Doctor. 

Dr. Rusx. And where these young men go into the communities, 
then you have not only the nucleus, “but a program that starts very 
rapidly. 

So, I think with those coming off the line now and with the thera- 
pists that are available, we can still do a great deal more if we 
emphasize in our long-range program that we have to concentrate 
on the training, because that is the key. 

Senator Purre... Have you any other questions, Senator Hill? 

Senator Hiri. No. 

I have been sorry to see budget cuts in some of our programs, par- 
ticularly our rehabilitation programs. As far as the present program 
is concerned, there has been a very decisive cut in the funds for that 
program. Surely you feel that we ought to lean forward along the 
whole line? 

Dr. Rusk. Absolutely. 

Senator Hix. Absolutely. 

Dr. Rusx. And I hope we can call it the rehabilitation program, 
not just the vocational rehabilitation program, because it starts with 
medical; it goes through educational, vocational rehabilitation and 
ends up in the job—and if it isn’t total, it isn’t totally effective. 

Senator Hix. That is all. 

Senator Purrreit. Senator Cooper, have you some questions you 
would like to ask Dr. Rusk? 

Senator Coorrer. First, I would like to say I consider it a real privi- 
lege to hear the testimony of Dr. Rusk. I have been familiar, simply 
through reading, with the great work he has done in this field. 

You have stated there are 2 million physically disabled persons in 
the United States who could benefit from rehabilitation services. Do 
you have any idea what the capacity of present facilities are to meet 
this need ? 

Dr. Rusk. No, sir; I couldn’t answer it. I know there probably 
aren’t 20 institutions in the United States which have the facilities for 
inpatients where they take the very seriously disabled person and set 
up a total program to meet all of their needs—physical, emotional, 
vocational, social, and whatnot—which I think it has to be; and I can 
tell you in our own institute we have a waiting list all the time from 
2 to 3 months, which is very bad. 

Senator Coorrer. You say there are only 20 institutions in the United 
States? 

Dr. Rusk. Where they could take very seriously disabled inpatients. 

Senator Coorrr. Yes. 

Dr. Rusk. Now, there are many good workshops and ambulatory 
centers. 

We have done a lot in that regard for crippled children, for cerebral 
palsy, and now it is broadening into an adult program throughout 
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the country, but I feel the very severely disabled person deserves front 
rank in this whole program, and unless you have a place like a hos- 
pital—I say that our place is a beginning of a hospital, workshop, 
gymnasium, New England town hall, and a job-placement center all 
tied into one—but I would say there are not more than 20, and I think 
I am being generous when I say 20. 

Senator Coorer. Could you state where the 20 facilities are located ? 
You might not be able to state all of them, but, if not, to specify 
them 

Dr. Rusx. Well, I can give you a number. 

In New York there is our program and then a program in the city 
hospitals. 

We have just opened a new program under the New York Medical 
College at the Bird S. Coler Memorial. 

There is an institute for the crippled and disabled in New York 
which has done magnificent work for 25 years, but does not have any 
inpatients. That is tied in with Columbia University. 

At White Plains there is a Burke Foundation which has just put in 
a dynamic program during the last 2 years and they are seamed with 
Cornell. 

One of my former students has an excellent program in the 
Rochester General -Hospital in New York, and another at Buffalo, 
both associated with the medical school. 

Senator Hitt. The Buffalo Medical School? 

Dr. Rusx. Yes, sir. 

Another one of my young men, as I said, is in Denver, where he also 
is associated with the medical school. 

We have another one with a health department at Pennsylvania; 
another who is establishing a program in Oklahoma, both with a State 
vocational program, and the medical school in Oklahoma. 

Another one of my young men goes today to head the program at the 
Henry Ford in Detroit. 

They have a small, but excellent program at the Mayo Clinic in 
Rochester. 

Dr. Paul Magnuson has just opened a rehabilitation unit in con- 
unction with Northwestern University, with a capacity of some 
Comiead beds, in Chicago. 

Then there is the Fisherville program, which is primarily not a 
medical rehabilitation program, but an excellent vocational rehabilita- 
tion training program. 

Those are a few. 

There is one being established in Louisville, and my people are 
working very closely with them at the university at the present time. 

Senator Coorer. I thank you. 

I notice from your statement of the 20 you have mentioned, per- 
haps 8 or 10 of them are in New York City or in New York State 
and 5 or 6 other States represented. 

Dr. Rusx. I should have said there is an excellent brand-new pro- 
gram at the University Hospital in Philadelphia and a second backed 
up by another program at the Philadelphia General Hospital. 

Senator Cooper. Does your figure of 2 million physically disabled 
persons include veterans? 
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Dr. Rusk. No, sir. The 2 million disabled are only those that I 
believe could benefit by such training under this act, that they could 
be made employable. 

Senator Cooper. Yes. 

Dr. Rusk. When you talk about numbers, it runs very much closer 
to 25 million in the country. 

Senator Coorer. Doctor, does it take a long time to train a physician 
for the work? 

Dr. Rusk. Yes, sir. It takes the same time as it does to train a 
man in internal medicine or surgery. They come to us after 1 year’s 
internship and it takes 3 years of hospital and academic training and 2 
years’ supervised practice, or 5 years, unless they come to us with other 
specialized training. 

The last group that came—five had their training in internal medi- 
cine. One is a professor of neuroanatomy at the University of Utah. 
Those we can train in 12 to 18 months, and that is the type we are 
getting now. 

We are particularly interested in teaching teachers right now, be- 
cause that is the seed. 

Senator Cooper. How does this program that you are directing 
compare with any program that the Veterans’ Administration is car- 
rying out for similar purposes ? 

Dr. Rusk. It is the same conc ept. It started on the same ground 
rules. The man who established it under General Hawley, Dr. Don- 
ald Cobalt, who was my associate in the Air Force, and who was the 
first man who went in with General Hawley and established the pro- 
gram in the Veterans’ Administration 

Senator Cooper. Can you make any comments on the work of the 
Veterans’ Administration in this field? 

Dr. Rusk. In rehabilitation ? 

Senator Coorer. Yes. 

Dr. Rusk. It is excellent, but they are short, too; especially phy- 
sicians. 

Senator Coorer. Looking at the bills that are before us, do you 
think there is value in setting aside special funds or earmarking funds 
for the construction facilities as they provide? 

Dr. Rusk. I do; yes. 

Senator Coorrer. Do you think it is better to earmark funds, or to 
carry out its purposes under the original act ? 

Dr. Rusx. Well, that I really am not qualified to speak to.. All I 
can say, sir, is with funds we will get a lot more programs because 
they can take wings of general hospitals, or they can put additions on. 

Until we get some place to work, we are still stymied. 

But I’m not qualified to say how it should be done legally. I know 
that we need facilities very badly, and I know we would have a lot 
more program if money were available to help hospitals to build fa- 
cilities, but I think I would be presumptious to comment as to the best 
way, because I don’t know. 

Senator Coorrr. I would assume any facility like this is more valu- 
able when it is near, or used in connection with a general hospital fa- 
cility. Is this true? 


Dr. Rusx. I think that is fundamental, sir, in the program. 
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Senator Coorrr. Yes, but are there any facilities which can be used 
in this field, even though they are not near or used in connection with 
general hospital facilities ? 

Dr. Rusk. I think there may be. There may be some—for example, 
Army facilities or Government hospitals. 

I remember when we were surveying in Pittsburgh 2 or 3 years 
ago there was a public health hospital that has been closed that was 
being discussed. Now, if you can get a facility of that type and tie it 
in with a staff, you are still all right. It isn’t as good. If it isn’t 
geographically too far away, it is all right if you have a staff who are 
willing to travel and give the time. 

Senator Coorrr. How would you envision the provision for training 
would be carried out under these rules? 

Dr. Rusk. Well, I would like to see in the Department of Health, 
Education, and Welfare, in the Division of Vocational Rehabilita- 
tion, emphasis put on the training of technicians and the ancillary 
personnel and the physician training be continued in the Public Health 
Service, just as a part of their w hole fellow ship program. 

I serve on one of t their councils, the arthritis and rheumatism council. 
We are very deeply interested in this because 20 percent of all the 
persons who come to the rehabilitation center have arthritis. 

The heart council is interested because of a large number of heart 
disease or strokes of apoplexy. 

Neurology is interested because there is one of our largest feeders 
of patients. 

I think every one is going to have to put something in the kitty to 
increase the number of trainees, because I believe we could double the 
number of trainees if the money were available for fellowships. 

I am talking about medical now, but, as I would envision it, the 
ancillary personnel would be provided for by help through schools, 
fellowships, and what-not, for the therapists and what-not, in the 
Division of Vocational Rehabilitation, and the Public Health Service 
would handle the others. They have done it well the last year in my 
opinion. 

Senator Coorrr. I thank you. 

Senator Purtetn. Senator Lehman, have you some questions? 

Senator Leuman. Yes; I would like to ask the doctor a few ques- 
tions. 

I understand the work which you have so magnificently carried on— 
I am not exaggerating when I describe it as magnificent work—has 
been done largely in the New York University Bellevue Medical 
Center. 

Dr. Rusk. Yes, sir 

Senator Leuman. What extent have other city hospitals or private 
hospitals formerly engaged in this work of rehabilitation ¢ 

IT am talking about general hospitals. 

Dr. Rusk. In New York? 

Senator Lenman. In New York, sir. 

Dr. Rusk. It has come very fast in the last 4 or 5 years, Senator 
Lehman. 

We have a program at Goldwater, and it is being put in every city 
hospital as quickly as we can get personnel. 
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Now, the voluntary hospitals—there is an excellent program at St. 
Vincent’s and the Beacon downtown. There is a splendid program at 
the Veterans’ Hospital in White Plains. There is an excellent pro- 
gram in the Roosevelt Hospital. It is going clear through the whole 
hospital system. 

Senator Leuman. How about the Medical Center and Mount Sinai? 

Dr. Rusk. Mount Sinai has just revamped their program and 
brought in a young man with Dr. Berman, and they are setting up 
such a program, and the Medical Center has had one for several years 
and is now associated with the crippled and disabled institute. 

Senator LeHman. I assume those hospitals are experiencing the 
same difficulty in getting trained people to do this work as you de- 
scribed a little while ago? 

Dr. Rusk. That is right. 

Senator Lenman. I he ave been very much impressed by your whole 
statement, but I was particularly interested in that part of your 
statement which Senator Hill has already referred to, in which you 
say: 

I would like to emphasize, however, that the granting of these funds for 
research and training is an essential part of this proposed comprehensive pro- 
gram, for the other aspects of the program cannot be implemented unless we 
have additional trained rehabilitation workers to staff our expanded program. 

Now, under the leadership of Senator Hill a number of us for several 
years have been trying to secure funds to assist hospitals, medical 
schools, in the training of personnel, doctors, nurses, technicians, and 
other people, all of whom, I assume, from what you have said, are an 
essential part of any program for rehabilitation. 

We have not succeeded in securing legislation for which we have 
been striving, and one of the arguments with which we have always 
been confronted is that there were enough doctors in this country. 

Now, I doubt whether that is true. Iam convinced that is not true. 
I am convinced there are not enough nurses in this country and, from 
what you have said, there are certainly not enough technicians to do 
this work, as well as to carry on many other aspects of medical care. 

I gathered that at least one of the bottlenecks in this program which 
you carry on is the lack of technically well-trained personnel. 

I don’t find anything in this bill that would provide additional re- 
sources or means for the training of the very people who are so nec- 
essary, according to your testimony, and I am quite sure that is 
accurate, to carry on this work. 

I don’t see how you are ever going to increase your case load and 
broaden your field unless you “have additional personnel, trained 
personnel. 

It doesn’t make any difference how well intentioned people are; 
— they are trained, they are not going to be able to do this job. 

I don’t find anything in this bill that would increase the facilities 
for the training of per sonnel beyond what they are today. 

Would you comment on that? 

Dr. Rusx. I understood that the first year some million dollars 
would be available for implementing—not for buildings, but for im- 
plementing—of the program of training of ancillary personnel, and 
these seminar-type of training groups that would come in, teams that 
would come in, that there was that money in the allocation to the office 
here in Washington that would be avilable for that. 
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Maybe I misunderstood, but I understood there was some million 
dollars that would be available for this particular part of the program. 

Senator Lenman. How much? 

Dr. Rusk. A million dollars. 

Senator Lenman. I am not familiar with that; but, of course, a 
million dollars will not go very far. 

The bills that have been introduced, as I say, largely under the lead- 
ership of Senator Hill, provided for assistance to existing medical 
colleges, and schools for the carrying on of the work which they have 
already undertaken. But what I consider a much more important 
phase of those bills is the incentive to the schools to train an increased 
number of people, which they can’t undertake now because of lack of 
financial support. 

In most cases, I believe the schools today are running a deficit even 
under existing circumstances. 

So, there certainly is no likelihood, nor is there any encouragement 
given to believe that the schools are going to seek to train larger num- 
bers of doctors and nurses and other people who must be trained tech- 
nically and professionally in the work they are carrying on. 

That is one thing I have not noted. There is no provision, as far as 
I know, in these bills that would effectuate that. 

Dr. Rusx. I am speaking as an individual, but I am one who feels 
we do have a definite shortage of physicians, in addition to the isolated 
communities. It is said that is a geographic problem and not a gen- 
eral shortage, but when you think of the number of vacancies in mental 
hospitals and industrial physician vacancies, and vacancies in our 
public health institutions, and now the numbers that are going to be 
needed in this program, both in rehabilitation and the problem of the 
chronically ill—as I say, I am one who, personally, feels that we do 
have a shortage of physicians in this country. 

Senator Hitt, Excuse me. 

A very considerable shortage, wouldn’t you say ¢ 

Dr. Rusk. Yes; I think it is considerable. 

Senator Hitz. Not only that 

Are you through, Senator ? 

Senator Lenman. I just want to emphasize one thing. 

Senator Hixu. I just want to bring this out: There is likewise such 
a shortage of medical technicians and nurses; isn’t that true, Doctor? 

Dr. Rusk. Y es, sir. 

Senator Leuman. You testified, I believe you said, there were 41 
on your staff. 

Dr. Rusk. In training. 

Senator Lenman. In New York? 

Dr. Rusx. That is right. 

Senator Lenman. And that represents substantially half of those 
in the entire Nation ? 

Dr. Rusk. That is right. 

Senator Lenman. Now, unless you take means to make possible the 
training of a greatly increased number of personnel, how are you 
ever going to in any measure carry on the work that you feel is neces- 
sary, § ‘and which I feel is ver y greatly necessary and very greatly in the 
interest of the Nation, as well as for the individual ? 

It seems to me unless such steps are taken to that end, the progress 
in education and training is going to be very, very seriously retarded. 
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Senator Hixz. I would like to ask one other question. 

Senator Purrent. I am sure all of the members of the committee 
are free to ask questions, as many as you wish. 

Senator Hitz. Doctor, as I recall, you wholeheartedly supported 
the 2 bills for aid to medical education, which this committee reported 
out, 1 of which was passed by the Senate; isn’t that true ¢ 

Dr. Rusk. I didn’t testify on those bills. 

Senator Hiti. You didn’t testify ? 

Dr. Rusk. No, sir; but I have been one who has felt we have had 
not only a shortage of physicians, but something needed to be done 
with the level of salaries of medical teachers, which I think is one 
of our real problems at the present time. It is far below that of 
those in practice. 

I think when you go into the academic life you don’t go in for 
monetary gain, but you have to have a certain amount if you are 
going to be able to raise and educate your family. 

When you see young men struggling along on below-living salaries 
and trying to raise their children and do teaching and research, I 
think it isa very discouraging facet of the situation. 

Senator Purrety. Have you any other questions, Senator Lehman ? 

Senator Leuman. No. 

Senator Coorer. May I ask one question ? 

Senator Purre.t. Senator Cooper. 

Senator Coorrr. Admitting the great interest and importance of 
the subject which Senator Lehman and Senator Hill have raised, and 
its necessity, would you say that the development of facilities could 
have some effect in attracting doctors into this field ? 

Dr. Rusk. Yes; I think it would. Definitely. 

Senator Cooper. And isn’t it true even if there were a much larger 
number of doctors in this field there would still exist the problem 
of their location for their work, and that the establishment of facil- 
ities throughout the country would have an effect in the distribution 
of doctors for this work ? 

Dr. Rusk. That is right. 

Senator Coorrr. It is true, isn’t it, that one reason doctors will not 
go into isolated localities, rural localities, is that there are not hos- 
pital facilities which enable them to progress and go on with their 
work, and study as they practice? 

Dr. Rusk. I believe that to be true; yes. 

Senator Coorrer. Do you think, then, that this bill, even though it 
may be limited, would have effect upon increasing the interest and 
training of doctors for this field, and also direct their distribution ? 

Dr. Rusk. I don’t think it would help in the isolated communities be- 
cause I believe these have to be in areas where good medical care exists, 
and this is in addition to it. 

I think it would be a mistake to put a rehabilitation center in an 
isolated community because they wouldn’t have the ancillary help and 
the problem of transportation of other disabled people throughout the 
State, and that sort of thing would be difficult. However, I think it 
would definitely help in interesting the members of the profession in 
this specific specialty. 

Some feel we are reaching pretty much the saturation point in 
surgery. For example, the problems in surgery have changed, with 
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antibiotics, and so forth and so on. They have broadened in other 
fields; but it has been a great, interesting field for young physicians, 
and the field of chronic disease, which is now on our back, whether we 
like it or not, has not seemed as glamorous as some of the others. 

So, I think facilities work, where you can see results, where you can 
get your patients up and walking and back in life again, will give 
great incentive to many young men to come in and be a part of such 
a program. 

Senator Cooper. Even though the program we are now talking about 
and the program which is set out in this bill may be a limited pro- 
gram, perhaps deficient in respect to doctors, would you still recom- 
mend that the bill be enacted even though this deficiency is recog- 
nized ¢ 

Mr. Rusk. I think it is a wonderful start for us. 

Senator Coorrr. That is all I have. 

Senator Purrett. I think—thinking along the same line that Sena- 
tor Cooper has expressed himself—I might want to ask this question : 
Do you know of any facilities today for the particular specialized type 
of work that you are in, Doctor, that are not staffed Seesnane people 
aren’t attracted to them? 

Isn’t there a shortage of facilities rather than of personnel? 

Dr. Rusk. A shortage of both. 

Senator Purrett. But do you know where you have facilities you 
lack the personnel 

Dr. Rusk. Yes, sir. 

Senator Purtret,. You do? 

Dr. Rusk. Yes, sir. 

Senator Purtety. In large numbers? 

Dr. Rusk. Rocky Hill, Conn., is one. 

Senator Purrern. Rocky Hill is peculiar. 

I think you and I might have a little talk on the side about Rocky 
Hill. 

Dr. Rusk. But I know they are looking for physicians there in 
Rocky Hill, and also they just took one of my very top young physi- 
cians. 

Senator Purretzi. That is a Veterans’ facility. 

Dr. Rusk. At Rocky Hill? 

Senator Purrery. Yes. 

Dr. Rusx. It is both community and Veterans’ now, isn’t it? 

Senator Purrett. Mostly Veterans’. It was a State-established 
institution. 

Dr. Rusk. But the facility down at Fisherville has had great diffi- 
culty in filling their professional needs. 

The Jewish Hospital in St. Louis right now, with the plans for ex- 
pansion, and so forth, are frantically looking for someone to come 
out and head their program. 

The Institutes of Health here in Washington—one of my young 
doctors is just coming down to head that facet of the program here, 
which hasn’t been covered heretofore. 

When a great institution of America which has been in the field of 
research and training has been short and had difficulty in finding 
someone to head such a program, I think it shows you how difficult 
it is, 
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Senator Purrert. Are there any other questions? 

Senator Lenman. I would emphasize the fact, according to your 
testimony, you have 41 trained men, half the number in the | country ; 
so, that would mean there are 80 to 100 trained people who are avail- 
able at the moment and, yet, I think you have testified there are about 
a million and a half or two million physically handicapped, and that 
number is growing at the rate of 250,000 a year. 

I don’t think it will make much of a dent on that number of people, 
or even half that number, or a quarter of that number of the people, 
with the very limited trained personnel that appears to be available. 

Dr. Rusk. We can make a real start, I think; but then if we can 
demonstrate what we can do in the next year and how this thing has 
grown and the people are being placed, and that we have wisely worked 
in this field, I think we would be entitled to come and say, “We could 
do this with this the next year,” but I don’t think we could move any 
faster than this in this next year. I really don’t. 

Senator Leuman. But, Doctor, I want to make it very clear that 
I am wholeheartedly and completely in sympathy with the program 
of rehabilitation. My only criticism is that what is proposed now 
doesn’t go nearly far enough and that, while it would be a start, I 
would like to see the start intensified in tempo, so that we would make 
progress much more rapidly than appears to be likely in the present 
circumstances. 

Dr. Rusk. That would be fine for me, sir. We will move as fast as 
we can. 

Senator Purtety. Unless there are other questions, I want to thank 
you again, Dr. Rusk, for coming here and testifying as you have. You 
have helped us a great deal, and your statement will be inserted in the 
record in full at the end of the testimony you have given. 

Thank you again, Doctor. 

Senator Hix. Mr. Chairman, may I add to what you have said in 
appreciation to Dr. Rusk. Here is a man who is doing a wonderfully 
fine, really pioneering job, and he has made a mighty contribution, I 
think, to the health, the happiness, and the economic welfare of so 
many people in our country. 

Dr. Rusk. Thank you, sir. 

Senator Lenman. I would like to associate myself with your re- 
marks, Senator Hill. 

Senator Purtety. So would I, and I am sure if the other members 
of the committee were here they would wish to be associated with 
those remarks. 

Dr. Rusx. Thank you. 

Senator Purtery. Thank you, Dr. Rusk. 

Is Dr. Emory Morse, President of the Kellogg Foundation of 
Battle Creek, Mich., here? 

He isn’t here. 

Then we will notify the doctor, if he wishes, that he can have his 
statement, if he wishes to submit it, inserted in the record. 

Now we have Dr. John R. Rodger of the rural medical service 
committee of the Michigan State Medical Society, and, Dr. Rodger, 
we would like very much to have you help us in our deliberations. 
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STATEMENT OF DR. JOHN R. RODGER, REPRESENTING THE RURAL 
MEDICAL SERVICE COMMITTEE OF THE MICHIGAN STATE 
MEDICAL SOCIETY 


Dr. Ropeer. I am John R. Rodger, M. D., of Bellaire, Mich. I 
have been officially appointed by the executive committee of the coun- 
cil of the Michigan State Medical Society to represent our society 
at this hearing. 

I have been a member of the advisory council to the Michigan 
Office df Hospital Survey and Construction since the beginning of 
the Hill-Burton program, and I have practiced for 18 years in a rural 
community of 1,000 population. 

I am a member of the rural-health committees of the Michigan State 
Medical Society and of the American Academy of General Practice. 

For 10 years I have lectured to the medical students of the Univer- 
sity of Michigan on the opportunities and the problems of rural prac- 
tice, and I have written concerning these problems in the Journal of 
the Student American Medical Association. 

I mention these facts only to qualify myself, in some degree, as 
one who is actually practicing medicine in a rural community, and 
who has had some experience with the problem in an area wider 
than his own. 

We of the Michigan State Medical Society are in complete general 
agreement with the aims of S. 2758, and wish to commend the Sena- 
tors introducing this bill for thus showing their strong and non- 
partisan interest in the health problems of our country. 

We note that this is a bill which attempts to meet some of the 
needs set forth by the President in his health message to the Congress. 
However, as we study the bill in the light of the President’s message, 
we are led to respectfully urge an addition at one point, without 
which we feel that the bill will fall short in meeting one of the needs 
set forth in the President’s message. We refer to the section on 
diagnostic or treatment centers. 

The complete text of the President’s comments for the need of 
such centers is found in one paragraph, which I quote: 

Many illnesses, to be sure, can be cared for outside of any institution. For 
such illnesses a far less costly approach to good medical care than hospitaliza- 
tion would be to provide diagnostic and treatment facilities for the ambulatory 
patient. The provision of such facilities, particularly in rural areas and in 
small isolated communities, will attract physicians to the sparsely settled sec- 
tions where they are urgently needed. 

We have given careful study to S. 2758, and sincerely feel, from our 
experience in the practice of medicine in a rural area, that the bill as 
now written will be unable to meet this aim outlined by the President. 

From the sentences I have quoted, I think it can be seen that the 
President primarily had rural areas of the country in mind as far as 
this part of the bill is concerned. 

This is in no way meant as a criticism of the sincere authors of the 
bill, for we are certain that it is an unintended oversight which has 
come about because they have lacked the opportunity of knowing at 
firsthand some of the problems of rural health. 

None of us can hope to know all of the varied aspects of our coun- 
try’s health problems, and those of us living in rural America might 
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not do too well in trying to solve the health problems of our urban 
neighbors. 

Let us first look at what is meant by a diagnostic or treatment center. 

We note with interest the change in definition as expressed in H. R. 
8149, where it is stated that if such a center is not publicly owned it 
must be operated by or be a part of “a corporation or association which 
owns and operates a nonprofit hospital.” 

We would urge that some such similar change also be made by your 
committee; but, from the standpoint of rural needs, even this change 
is not enough. 

It is highly important to realize that at the present time we have 
diagnostic and treatment centers, only they aren’t labeled just that. 

Wherever we have a modern hospital with laboratory and X-ray 
facilities open to out-patients as well as to bed-patients, we have a diag- 
nostic and treatment center, for we have a center which, coupled with 
ihe leadership of trained medical personnel, is performing diagnostic 
and treatment services. 

We have built hundreds of such centers over the last few years 
through the Hill-Burton program. 

What, then, further might be built under the definition of “diag- 
nostic or treatment center” in the bill under discussion ? 

A hospital might build a specialized diagnostic center for patients 
not already covered by its out-patient clinics, or a hospital might 
build and operate what would amount to an out-patient center in an 
area some distance from the hospital itself. 

These same facilities could also be owned and operated by a State, 
political subdivision, or public agency. 

What could happen in a rural area? 

A community not large enough to support a hospital and needing 
laboratory and X-ray services not available at a nearby hospital might 
build a facility for such a purpose. 

It is important to note here that to man such a facility professional- 
ly would not be easy, and that the actual present need for such facili- 
ties has been greatly reduced by our hospital building program of 
recent years. 

I can think of few communities in my State where there would now 
be such a need. 

What else then can this program do, in the words of the President, 
to “attract physicians to the sparsely settled sections where they are 
urgently needed” 

In its present form very little, unfortunately, as we from the rural 
areas which are supposed to be under consideration see it. 

Is it possible to make a change in the bill in order that the Presi- 
dent’s aim may be more adequately met? 

Yes; definitely, but to understand the need for the change, it is 
necessary first to have a picture of what medical practice in a rural 
area is really like today. 

A typical rural area is composed of a number of smaller towns 
grouped around what, in rural sociology, is termed a trading center, 
larger town, or small city. This trading center is also invariably the 
hospital center for the area and, because it is the hospital center, 
a number of specialists will also have set up practice in it. The 
smaller towns, which may be from 10 to 50 or more miles away, will 
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be serviced primarily by family physicians, who are also sometimes 
termed general practitioners. 

Does this family physician, all by himself, serve the health needs of 
his community ¢ 

Very rarely is this true, for the great majority of us work co- 
operatively with the specialists in our trading and hospital center. 

Good medical care or, in other words, adequate diagnostic and treat- 
ment services in a rural area are the result of a team game between 
family physician and specialist, and are not the result of either one 
trying to do the job alone. 

‘In my section of rural Michigan we have approximately 75 doc- 
tors of medicine. Two-thirds of us are family physicians and one- 
third of us are specialists. Of the specialists, approximately one-half 
belong to groups and the rest are practicing individually. 

It takes all of us to do the job. Let me illustrate by recent cases 
from my own files. Patient A comes in with the symptoms of diabetes. 
I give him a physical examination, take certain tests which can be 
run in my own office, establish the diagnosis, and proceed to treat 
the patient. 

Patient A has had his needed diagnostic and treatment services 
performed by his family physician. If at any time his case should 
prove extremely complicated, there are internists 40 and 50 miles away 
who can help me. 

Patient B comes in and, in the process of her examination for pos- 
sible cancer, certain tissue is removed in the office and sent to the 
pathology department of the University of Michigan for diagnosis. 
The family physician and the pathologist 270 miles away have pro- 
vided Patient B with her diagnostic service. If surgery is indicated, 
it will be done by one of several surgeons at one of the hospital cen- 
ters, some of whom are members of groups and some who are not. 

Patient C, in the course of his examination, needs a specialized 
X-ray study, which he gets from one or the other of two radiologists 
at hospitals 40 and 50 miles away. Patient C has secured his diagnos- 
tic service from his family physician and the radiologist. 

We will never answer the need of medical personnel for Americ: 
by training only specialists; we will never answer this need by train- 
ing only geenral practitioners. We will solve it only as we train both. 

In the early detection of disease, whether it be cancer, tuberculosis, 
heart disease or what have you, the primary responsibility rests with 
the first physician who sees ‘the patient. He and he alone is in a posi- 
tion to initiate studies of his own, or, with the help of a consultant, to 
rule serious disease in or out. 

As far as our smaller communities are concerned, the ones the Presi- 
dent was talking about in his health message, it is of tremendous impor- 
tance that they get and keep young physicians who have just finished 
their training. 

I think you will remember yesterday Dr. Ferrell from North Caro- 
lina mentioned that. 

These days there is a marked increase in the number of young physi- 
cians willing and anxious to practice in smaller communities, but they 
want to be able to practice as good medicine there as they could in a 
larger center. 

What is one of their big deterrents? 
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It is the lack of a modern office equipped to help a doctor give good 
medical care. 

In the city, large or small, the beginning doctor can rent an ade- 
quate office. In the country, he too often finds no space at all, or large, 
poorly heated rooms reached by a long flight of stairs which his 
cardiac and hypertensive patients climb only with difficulty and 
danger. Tome it isa wonder that so many men have gone to the coun- 
try under these circumstances. 

What have rural communities done about this? 

Some, by themselves, have built and equipped up-to-date clinics to 
which they will always hold title, and which they will rent to a doctor 
or doctors. Others have done the same with the help of foundations— 
in our State, the Kellogg Foundation. In each case where this has 
been done the community has gotten its doctor. 

Most rural communities are not able to do this job by themselves 
and require help in the same way that their neighboring small city 
needed Hill-Burton support to build its hospital. 

To date such help has been limited to that from foundations, which 
have blazed a trail to show us how it can be done but which do not 
have the resources to carry the entire load. 

If this bill with its matching formula can bring such help to scores 
of rural communities over the Nation, it will assist mightily in provid- 
ing better diagnostic and treatment services to rural communities; but 
the Surgeon General of the Public Health Service tells me that as the 
bill is now worded this cannot be done. 

Providing good medical care to our rural areas as well as to all of 
the country is a bit like building a suspension bridge with towers on 
both sides of the river. One tower of support is that of the specialist 
in American medicine. The other tower is that of the family physician 
in American medicine. 

In our judgment, this portion of the bill under consideration has 
inadvertently forgotten oné of these towers—and it takes two to hold 
up the bridge. Therefore, the Michigan State Medical Society offers 
the following suggested addition to the definitions in section 631 (g), 
page 10, of S. 2758: 

Provided, however, That in the case of a publicly owned diagnostic or treat- 
ment center, nothing herein contained would prevent such project sponsor from 
leasing or otherwise relegating the operation of the facilities to one or more 
persons licensed te practice medicine in the State. 

Such an addition to the bill would permit a community to raise 
matching funds for a clinic building and then, while maintaining 
permanent title to the property, to lease it to a doctor or doctors. 

We already have a precedent for this in the present Hill-Burton 
program, for many of the health centers we have built do have, in 
addition to a few beds, laboratory, X-ray, and space for public health 
personnel, as well as office space which is rented to the doctors 
of the community. The difference is that such a facility’s primary 
function is not that of a clinic office, and that is why the present 
bill would seem to require a change along the line suggested here 
to permit the leasing of a building which was primarily a clinic 
office. 

If such a clinie was furnished by the sponsor with X-ray, labora- 
tory, et cetera, the fees in connection with their use would be pay- 
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able to the public sponsor, with the physician being paid by the 
sponsor for his contribution in the form of work and supervision. 

For each $1 million so used on a 50 percent matching formula, 
approximately 75 such clinics could be constructed. ' 

May I respectfully call your attention to another problem which 
we feel we see in this bill? 

As far as Michigan is concerned, an overall look at the relative 
needs represented by the four categories contained in the bill leads 
us to a rather strong conviction that, of the four, the greatest need 
is for chronic disease facilities. 

We already have a backlog of 9 counties hoping to build chronic- 
disease facilities within the next few years. 

Even with the change we have suggested in the diagnostic- or 
treatment-center portion of the bill, the relative need for chronic- 
disease facilities still seems to us much the greatest. 

We feel that our experience will be not unlike that of a large 
number of the other States, and, therefore, we would strongly sug- 
gest the following changes in the figures for authorized appropria- 
tions: 

That the authorized amount of $20 million for the construction 
of diagnostic cr treatment centers be reduced to $10 million; and 
that the authorized amount for the construction of chronic-disease 
facilities be increased from $20 million to $30 million. 

We feel that such a change will more adequately permit the bill 
to meet the needs out in the field. 

Before this committee makes its final report it might, if it so desires, 
request the Public Health Service to contact the other State Hill- 
Burton offices on this point to see whether or not their opinions are 
similar to ours in Michigan. 

We would also offer the following suggestion to permit greater 
flexibility of the program on a State level: 

That the State agency «dministering the act be permitted to re- 
allocate up to one-third of the amounts allocated for any 1 or 2 of 
the 4 categories to any or all of the remaining categories. 

In our opinion, this would still retain the purpose of the bill as 
incentive legislation, while providing for a greater degree of flexi- 
bility on the State level. 

To illustrate, a State might have the following amounts allocated 
to the four categories of the bill: $300,000, $300,000, $600,000, $600,- 
000. Under this change it would be possible to plan a building pro- 
gram with the category amounts which could be changed up to the 
following : $200,000, $200,000, $700,000, $700,000; or $500,000, $500,- 
000, $400,000, $400,000; or $200,000, $400,000, $400,000, $800,000, and 
so forth. Such flexibility would give each State a better chance to 
meet its specific needs, and yet conserve the fundamental aims of hav- 
ing categorical grants. 

If this change were made, it would not be necessary to change the 
present amounts for diagnostic or treatment centers and chronic- 
disease facilities. 

You will remember, Mr. Chairman, that yesterday the American 
Hospital Association had a suggestion in which flexibility might be 
granted. It would only mean that here the flexibility could be ascer- 
tained at the beginning of the 2 years the funds would be spent, and 
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we would not have to wait until 6 months before those funds would 
have to be spent. 

These suggestions, Mr. Chairman, are respectfully submitted by 
the—— 

Senator Hizy. You would make your determination in the begin- 
ning? 

Dr. Roverr. That is right. 

The one-third is purely suggested. 

Senator Hitt. In other words, you wouldn’t lose that 18 months’ 
time ? 

Dr. Roperer. No. 

That one-third may be changed. Perhaps a quarter would be 
better. We just put it in as a suggested amount. These suggestions, 
Mr. Chairman, are respectfully submitted by the Michigan State 
Medical Society in the hope that they may help this bill more ade- 
quately to achieve its purpose. 

Senator Purreiy. Off the record. 

(Off the record.) 

Senator Purreiyi. I must leave now for another commitment. So, 
I am turning the chair over to Senator Goldwater, who will preside in 
my absence. 

Senator Gotpwater (presiding). Do you have any questions, Sen- 
ator ¢ 

Senator Coorer. I would like to say I have particularly enjoyed the 
testimony of this witness and his description of the problems of a 
rural area. I live insuch an area. I have seen the development of the 
hospital in my own town and know how it serves a rather large area 
in a radius of 50 to 60 miles. 

Do I gather from your testimony that you see a need in rural areas 
for the construction of diagnostic and other facilities in rural area 
even though they are removed from a general hospital, such as can 
now be constructed under the Hill-Burton Act? 

Dr. Ropcrr. Senator, I think that would have to be thought of in 
terms of whether we mean a laboratory, X-ray facility all by itself, 
serving an area, where it would meet the problem of personnel to man 
it, or whether the suggestion I have made here of where the clinic is 
owned by the community and leased to the physician—criticism might 
be made of that, that we are helping doctors. 

I would like to point out the physician who goes into a community 
and rents such a clinic from a community will be paying no more and 
no less than it would cost him to eventually build the facility himself, 
say, for 5 or 6 years after he is out in practice. 

The difficulty lies in these more isolated areas, in the kind of com- 
munity Dr. Ferrell mentioned yesterday, and the kind which we 
have, too, and the kind which, I am sure, you have in Kentucky. 

Many times the young physician going out there is faced with no 
facility whatever, is heavily in debt, has no opportunity to build the 
facility, and isn’t even sure he wants to stay there. If the community 
will build the facility and lease it to him, which would be at a cost 
no greater than his rent would be in the city, because the expense would 
be the same, then the community is always sure of getting a physician. 
That is our experience in Michigan. 

Senator Cooper. Yes. 
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Dr. Ropcrr. The doctors may come and go, but there is always a 
doctor there. 

Senator Coorrer. Leaving out, for the moment, the question of how 
the facility would be manned, do you make this statement—that tak- 
ing into consideration the situation where you had a general hospital, 
say, in one town, in a large rural area, and that general hospital 
serves several counties, that this bill would be valuable in that it would 
provide the means of constructing facilities, say, in the counties which 
surround that general hospital ? 

Dr. Roperr. Yes, sir; it would be an integrated system. 

Senator Coorrer. Then you do see value in the proposals made by 
this bill? 

Dr. Ropverr. Yes, sir; very definitely. 

Senator Coorrr. The position you suggest is related to getting 
those facilities properly manned ? 

Dr. Ropeer. That is right. As we see it, from an examination of 
this bill, it can’t do what the President outlined in his health message 
unless there is a change. 

This is just one suggested change; but as it is worded now it cannot 
do what the President hoped it would do, and it cannot do what Dr. 
Ferrell talked about yesterday. 

Senator Cooper. What reaction do you think such a provision would 
have upon the medical profession in a community ? 

I suppose in nearly every county there is a medical association. 
Would your arrangement be made with specific doctors, directly with 
specific doctors, or would you consider you would deal with a medical 
association in the community ? 

Dr. Ropcer. With a medical association; but all of us who are 
members of county medical societies, knowing a community in our 
area needs a doctor, working hard to get a doctor there—my sugges- 
tion here is for the community which has no doctor and needs 1 or 2, 
and which isn’t getting any because there isn’t any facility there to 
attract the man to come and practice as good medicine as he is trained 
to practice, and which he can practice if he goes to a larger commu- 
nity, and yet that community needs him just as much as a larger com- 
munity, and needs him much worse. 

We are getting the men who are anxious to go into communities 
like that provided they can practice the medicine they have been 
taught to practice, the caliber, in medical schools. 

Senator Coorrr. One problem it seems we are always talking about, 
not only here in the Congress but at home and every place | else, is 
this peg of getting doctors to go into isolated communities, iso- 
lated areas. 

Your point is that by placing these facilities and by making ar- 
rangements with doctors for their operation you could help solve 
the problem ? 

Dr. Ropcrr. Very definitely. That is the big point of this bill, as 
far as the rural area is concerned. 

Senator Coorrr. One thing you mentioned in your statement, which 
interested me, was as follows: 

These days there is a marked increase in the number of young physicians 
willing and anxious to practice in smaller communities. 

Dr. Roperr. That has been our experience in Michigan, Senator, 
in our medical schools, whereas a number of years ago it was rare 
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to find anyone who did not want to be a specialist. Now we find 
possibly an even division between the men who when in medical 
school are giving very serious consideration to general practice. 

Senator Coorer. That is a hopeful change. To what do you at- 
tribute the change in attitude? 

Dr. Roperr. I think they are beginning to see in the family phy- 
sician a real job. We are beginning to get the feeling now oi. 
family physician, a good caliber family phy sician, is ever inmantent 
as being a speci: list, and we can perform a service along with the 
specialist. It is all of us working together, not any group alone. 

Senator Cooper. I think your ‘statement is very interesting. 

Senator Gotpwater. Senator Hill. 

Senator Hm. The purpose of your amendment would be to carry 
forw: ard what is already being done under the existing law in many 
places ? 

Dr. Roperr. Yes, except under the existing law we have beds tied 
up with these health centers. 

Senator Hiiu. But you would carry forward the existing law, with 
the idea or the provision of leasing offices to— 

Dr. Ropverr. Yes; exactly that. That is being done now. 

Senator Hitt. That is being done now ? 

Dr. Ropecrr. That is right. 

Senator Hitt. And then, as I understand, your other main amend- 
ment goes to the proposition that you would not freeze these funds 
too tight ? 

Dr. Roperr. Yes. 

Senator Hirx. You heard the testimony this morning of Dr. Rusk, 
which, of course, was most challenging. 

Dr. Ropeer. Yes. 

Senator Hiri. He made it very definite and very clear that it is 
going to take some time to get the facilities and, more particularly, 
to get the personnel, which you must have if the facilities are worth 
anything so far as your rehabilitation work is concerned. 

Dr. Roperr. That is right. 

Senator Hix. In other words, you wouldn’t tie down so tight, say, 
your funds for Michigan for rehabilitation which you know wouldn't 
be used and couldn’t be used in the immediate future because, in 
line with what he said, of a lack of personnel to do the job, and you 
would permit those funds to be used for, say, the very thing you are 
talking about now, diagnostic centers or maybe general hospitals or 
other things; is that right? 

Dr. Roperr. That is right. 

Senator Hix. In that connection, I don’t know what your situa- 
tion is about tuberculosis, but I was interested this morning to see 
in the Washington Post and Times Herald a story captioned “Seck- 
inger Calls TB Worse Disease Here”’—Dr. Daniel L. Seckinger is 
the public health officer for the District of Columbia—in which it is 
stated : 

Dr. Seckinger observed that with improved techniques of treatment the 
average hospital stay for tuberculosis has increased from 390 days in 1947 to 
439 days in 1952. 

We have heard quite a bit here lately about improved techniques 
of treatment in tuberculosis. 








i 
; 
j 
; 








PRESIDENT’S HEALTH RECOMMENDATIONS 175 


The article goes on to say: 


“Longer stays in the hospital mean additional beds and increased cost of 
hospitalization,” he said— 


referring to Dr. Seckinger. 

“It means, therefore, that before there can be a decrease in annual appropria- 
tions for tuberculosis we will need, especially in the District of Columbia, to 
provide additional beds for hospitalizing the patients who need treatment now. 
Until those patients in the infectious stage are isolated in hospitals the dangers 
to the public health remain.” 

Mr. Chairman, I ask to put that in the record at the end of the 
testimony. 

Senator GorpwatEr. Without objection, it may be so included in 
the record. 

Senator Hm. When he speaks about that infectious danger, he 
means everybody in this room, everybody in the District of Columbia 
is subject to a danger from the infection; isn’t that right, Doctor? 

Dr. Roperr. That’s right. 

Senator Gotpwater. Senator, may I ask 

Senator Hix. Yes. 

Senator Gotpwater. That is a little bit confusing. He states with 
the improved techniques in handling tuberculosis the patient is 
required to stay in the hospital longer. 

Senator Hitz. Longer; that is right. 

I imagine he means by that—the doctor should answer the question, 
not me; I am only a layman—that if you want recovery, if you want 
to get rid of this disease today, using your improved techniques, you 
stay in the hospital longer, but you have a better chance, I suppose, 
of what you might call recovery and getting rid of the disease. 

Is that right, Doctor? 

Dr. Ropnerr. I think it is. I am no authority on tuberculosis. 

Senator Hix. Is that the idea? 

Dr. Roperer. But the terminal cases last longer, too. 

Senator Hitz. Of course, I recall, and I am sure Senator Goldwater 
does, in the old days when we had to send these patients to Arizona 
and similar places, and that meant when they went most of them had 
to stay there. In fact, if they didn’t stay, they were taking a pretty 
big, calculated risk. 

Isn’t that true? 

Senator Gotpwater. It was a little confusing. That is the reason 
I asked, because he states with the improved techniques the patient 
is required to stay in the hospital longer. 

Senator Hizxz. I am not a doctor, but I would certainly make that 
deduction. 

Dr. Ropverr. That is right. 

Senator Hii. The idea being if you are going to get rid of tuber- 
culosis, if you are going to take advantage of these new techniques 
to get well, you have to stay in bed and, as “far as staying in a hospital 
is concerned, you have to stay longer today than you did in 1947; 
is that right, doctor? 

Dr. Roperr. That is right. 

Senator Hm. I think we might put that article in the record, not 
in the record with the doctor’s remarks, but at the end of the testimony. 

Senator Gotpwarer. Would you sala Senator, if we asked Dr. 
Cronin if he could explain that statement ? 
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It is still confusing to me. 

Senator Hitz. No; go ahead. 

Senator Gotpwater. Doctor, do you have anything to say that 
might shed a little light on that statement ? 

Dr. Cronty. I don’t know. I read Dr. Seckinger’s statement, Sena- 
tor Goldwater, and in the statement it is noted that the total number 
of beds they need for tuberculosis is 1,175. 

The District of Columbia currently has a total of 1,065 beds for 
tuberculosis, of which 940 are acceptable. They have 125 beds which 
are not acceptable under the Hill-Burton Act, which usually means 
the institution is non-fire-resistant, and so on, or other reasons. 

The District of Columbia needs, on the basis of the formula in the 
Hill-Burton Act, which is the 214 beds per average annual death 
over a sample 5-year period, 1939 to 1944, and the subsequent 5 years, 
235 more beds for tuberculosis. 

Senator Hiri. You mean today ? 

Dr. Crontn. Today. 

Senator Hitx, They need 235 additional beds for tuberculosis pa- 
tients alone? 

Dr. Cronry. That’s right, to adequately care for the anticipated 
uumber of TB cases ahead. 

Now, as far as Dr. Rodger’s statement that the terminal cases stay 
longer, that is because of the advances of modern medicine antibiotics, 
and so on. They get peneumonia and the antibiotics help the pneu- 
monia to be defeated, so to speak, and we can keep people alive longer, 
even with tuberculosis. 

The newer drugs in tuberculosis, of course, haven’t been in existence 
long enough to have a final say on them. 

Many people do well in getting newer drugs and are permitted to 
be treated outside the hospital. 

In some instances there are certain resistances built by the tuber- 
culoses bacilli to these drugs, and in those instances those patients 
frequently come back to the hospital for care. 

Although I am not an authority on tuberculosis, as a physician 
in public health work, I don’t think the whole story is here yet on 
these newer drugs or on the total care of tuberculosis. It is a picture 
which is changing from time to time, and it may change geograph- 
ically. There are certain areas of the country that lend themselves 
to tuberculosis sometimes more than others. 

Senator Hitx. Doctor, may I ask you a question ? 

Dr. Cronin. Yes. 

Senator Hr. Is the whole story here on any field of medicine? 

Dr. Cronin. There is no whole story. We are in a state of flux, 
Senator. 

Senator Gotpwater. Have you any other questions, Senator Hill? 

Senator Hix. When we got off on the subject of tuberculosis, I was 
talking about your amendment here, and you answered a question to 
the effect you didn’t want these things frozen so tight, that you wanted 
an interchange as between the funds: isn’t that right, Doctor? 

Dr. Roperr. That’s right; between the four categories of this bill. 

Senator Hinz. Yes. 

Dr. Ropcrr. We weren’t suggesting going outside of that. 

Senator Hinz. I understand. You want them more left at the State 
level? 
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Dr. Ropcer. That’s right. 

As I see it, from our State level, the Hill-Burton aspect, we would 
have quite a job with our rigid categories making anything really 
work out to the best efficiency for the State of Michigan. 

Senator Hiri, You think whatever success the program has at- 
tained up to date has been due in large measure because we have 
left the administration and the determinations at the State level? 

Dr. Roverr. I am very sure of that, Senator. 

Senator Hit. You are sure of that. 

In other words, don’t you think there is nothing more important 
to preserve about the program, as we move forward, than leaving 
your authority and your determination at the State level ? 

Dr. Roperr. That’s right. 

Senator Hiti. You agree with that, do you? 

Dr. Ropcrr. Very much so. 

Senator Hux. Very much so. 

That is all. Thank you. 

Senator Gotpwater. Thank you very much, Doctor. 

Dr. Roperr. Thank you. 

(The newspaper article referred to previously by Senator Hill is 
as follows :) 


[From the Washington Post and Times-Herald, March 19, 1954] 
SECKINGER CALLS TB Worst DISEASE HERE 


Tuberculosis control in Washington is costing $20 million annually in private 
and public funds yet tuberculosis remains the District’s “worst communicable 
disease,” District Health Director Daniel L. Seckinger declared yesterday. 

Dr. Seckinger spoke at the opening of a 2-day conference at the Department of 
Health Education, and Welfare, where tuberculosis authorities from Maryland, 
Virginia, and the District gathered to discuss prevention, treatment, and rehabili- 
tation of patients with tuberculosis. 

Dr. Seckinger observed that with improved techniques of treatment, the aver- 

ge hospital stay for tuberculosis has increased from 390 days in 1947 to 439 days 
in 1952. 

“Longer stays in the hospital mean additional beds and increased cost of hos- 
pitalization,” he said. “It means, therefore, that before there can be a decrease 
in annual appropriations for tuberculosis we will need, especially in the District 
of Columbia, to provide additional beds for hospitalizing the patients who need 
treatment now. Until those patients in the infectious stage are isolated in hos- 
pitals the dangers to the public health remain.” 

Dr. Seckinger called for more integrated planning among agencies working to 
control tuberculosis plus greater cooperation among the tuberculosis patient, the 
family, and community agencies interested in their welfare to wipe out the 
disease. 

Dr. A. L. Chapman, regional medical director for the United States Public 
Health Service, observed the “end of tuberculosis as a major threat to commu- 
nity health is in sight” but depends upon continuous supervision of the patient 
from the time of detection until final rehabilitation. This, in turn, he said, de- 
pends on how well all persons serving the patient work together. 

“There are times when the patient with tuberculosis is segmented by adminis- 
trative procedures within the community,’ he continued. ‘Found by one group, 
treated by another, and followed up after discharge from the sanatorium by 
another group, there always is the danger that a patient will become merely a 
trisected statistic, and completely lose his identity as a human being.” 

Both Dr. Daniel L. Finucane, superintendent of Glenn Dale Hospital and Dr. 
Leon H. Hetherington, chief of Maryland State Health Department’s Bureau of 
Tuberculosis, emphasized the need for helping the patient to solve the emotional 
and financial problems attendant to his illness. 
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Dr. Finneane suggested the need for adequate public assistance grants for 
families of tuberculosis victims and a special fund to care for patients’ personal 
needs to aid the recovery process. 

The conference continues with workshops through tomorrow afternoon. 

Senator Gotpwater. The committee will now hear Mr. Clebern 
S. Edwards, the president of the American Association of Nursing 
Homes. 

Mr. Edwards. 


STATEMENT OF CLEBERN S. EDWARDS, PRESIDENT, AMERICAN 
ASSOCIATION OF NURSING HOMES 


Mr. Epwarps. Mr. Chairman, Mr. Robert F. Muse will present the 
testimony for the American Association of Nursing Homes, but 
with your permission I would like to introduce the following people, 
who are here to assist you in your determinations. 

Senator Gotpwater. We will be very glad to have them. 

Mr. Epwarps. Mr. George Mustin, of Memphis, Tenn., secretary 
of the American Association of Nursing Homes, 

Mr. Frank C. Bateman, of Springfield, Ohio, executive director 
of the American Association of Nursing Homes. 

Mrs. Houner Hoffman, first vice president of the Indiana Asso- 
ciation of Nursing Homes. 

Mrs. Goldie Rogers, president of the Maryland Association of 
Nursing Homes. 

And Mrs. Lucia Forde Murphy, of Spokane, Wash., representing 
the Inland Empire Association of Licensed Nursing Homes, with 
headquarters in Spokane, Wash. 

Senator Gotpwarer. This is a great pleasure to have you folks 
with us this morning. Thank you very much for coming here. 

Mr. Muse, you may proceed in your own way. 


STATEMENT OF ROBERT F. MUSE, REPRESENTATIVE AGENT OF 
THE AMERICAN ASSOCIATION OF NURSING HOMES 


Mr. Muse. Thank you, Mr. Chairman. 

Mr. Chairman and gentlemen of the committee, the American 
Association of Nursing Homes, with membership and affiliation in 31 
States of the Union, is unalterably opposed to that phase of Senate 
bill 2758 that gratuitously encourages Federal competition with pri- 
vately oper: ated, proprietary nursing homes. 

For over two decades, an estimated 20,000 nursing homes operating 
and serving in every county in the United States have been caring for 
the aged and chronically ill without aid or favor from State or 
Federal governments. 

We are fearful that this bill, S. 2758, exceeds the fondest hopes and 
dreams of those advocates who have espoused the cause that only 
the Government can best serve the needs of our public-health program. 

This bill, therefore, has come as a shock to the medical and hospital 
professions and has been an especial shock to the overwhelming part 
of our population dedicated as it is to the philosophy of private 
initiative and private enterprise. 

Our opposition to this bill stems fundamentally from two simple 
precepts: The first is a definition and a philosophy of the nursing 
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home, its growth and its need to the communities of America. Sec- 
ondly, the cruel and ill-considered policy of fostering Federal grants 
for the purpose of competing with nursing homes, w ithout first, or at 
least concurrently, allowing this private industry and profession the 
opportunity to fulfill whatever may be lacking in the public-health 
program of America in those areas served by nursing homes; and 
thirdly, and rather parenthetically, 1 should like to take a moment to 
point out how bewildered we are to know the reason why this 
administration, dedicated as it is to the encouragement of private 
enterprise, would so arbitrarily cut a swath across one of the growing 
professions in these United States, and under the facade of cons 
good through so-called nonprofit nursing homes, is drifting towar 
socialism in the medical field at an unprecedented pace. 

What then, Mr. Chairman and gentlemen, is a nursing home? 

It is an institution unique to the . American scene. 

The longevity of our population, the chronic illnesses defined and 
controlled by our medical professions have been the necessary forces 
for the growth and maturity of the nursing home. For the past 23 
years they have served the communities of America with neighborly 
understanding. 

These homes are small, compact, friendly units caring for people 
afflicted with some of the most dreaded diseases known to medical 
science and treating them with a sympathy and understanding that 

‘annot be attained in large chronic institutions. 

Thousands of nurses and other lay people have dedicated their 
time, their energies, and their fortunes in the development and pro- 
motion of nursing homes throughout the United States. They have 
located them where they are needed, in the community, not in the 
outlying districts where county and State institutions are always lo- 
cated. 

The nursing home, so often defined as an annex to the hospital 
facility, in the matter of public health, has made its service available 
to the people where it is needed, so that an afflicted or aged person is 
able to be within easy communication of friends and relatives; and, as 
if by design in this atomic age, these semihospital facilities, though 
dispersed and decentralized as small, efficient units, are serving the 
needs of our aged and those chronically ill, with understanding and 
unity of purpose. 

We are not, however, unaware that much criticism, of late, has been 
leveled at the title “nursing home.” We are not unaware, too, that 
nursing homes have suffered bad public relations because irrespon- 
sible people, contrary to law and what is right, have housed, harbored, 
and attempted to serve — who are indigent and others without 
the sanction and approval of any licensing authority, State or 
Federal. 

Mr. Chairman and gentlemen, lest your minds be clouded by this 
recent outburst of adverse public relations, let it be known that these 
unlicensed facilities are not nursing homes; they are as unlawful as 
bootleggers or any other criminal working without the confine of the 
law and are properly held in disdain by the public, you, the public’s 
representatives, and nursing home administrators alike. 

The genuine nursing home, that institution in whose behalf we are 
appearing as a national association, is not an unlicensed and irrespon- 
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sible unit; rather, it is licensed under strict laws of the various States 
and subjected to rules and regulations of the properly designated 
State agencies. 

The licensing laws, however, have been slow in coming into exist- 
ence. 

This national association has urged that every State have a licens- 
ing law and a set of rules and regulations for the conduct of nursing 
homes. 

We are happy to report that every State but one, North Carolina, 
in the Union now has a law licensing nursing homes and defining 
what the code of conduct in a nursing home must be. 

As I say, we not only relish this very recent turn of events toward 
unfair State licensing laws, but we have been instrumental in pro- 
moting it. 

At this point, Mr. Chairman, I should like to read into the record 
a statement by Mr. George Mustin, secretary of the American Associa- 
tion of Nursing Homes, in an address in Cleveland, Ohio, recently 
referring to the nursing home profession’s need for uniform laws 
and standards. Mr. Mustin said, and I quote: 

State laws governing nursing homes range from poor to acceptable. In at 
least one State the licensing application does not list as a requirement any 
knowledge of nursing or of nursing homes. 

The number of square feet in bedrooms ranges from 50 per patient, which is 
too low, to 2 patients per room, regardless of its size. We believe the minimum 
should be 70 square feet per bedroom for homes now in operation, 80 square 
feet for homes subsequently initially licensed. 

One State designates the kinds of food by weight each patient is to receive. 

There are other laws which might better be amended, and there is need for 
additional legislation to improve existing laws. 

The laws governing building codes range from few requirements to those more 
rigid than the legal yardsticks by which older hospitals in some areas are 
evaluated. 

Standards, too, vary as much as laws, and should be re-examined in line 
with health and safety requirements, taking into consideration the sensible 
day-by-day nursing home operating procedures. 

I read this, Mr. Chairman and gentlemen, to eer out at this time 
that we are not here for selfish reasons; rather, we are here in what we 
consider to be the public interest and the oaitie ad. 

Being a licensee of the State, the nursing home must keep strict 
and accurate records concerning the medical treatment and nursing 

care of its patients in a system of charting and recording that is very 
comparable to the charting and recording required i in hospitals. 

The home must cater to dietary problems and tend the most intimate 
needs of unfortunate patients oftentimes completely bedridden; it 
must maintain a staff of professional nurses and provide facilities for 
comfort and care 24 hours per day, 7 days per week. 

The nursing home administrator, employing on an average of 10 
personnel, must be responsible for all those incidental things demanded 
of any employer—insurance, welfare benefits, vacation pay, social 
security, workmen’s compensation, and so forth. 

At this point I should like to read into the record a survey of 23 
typical nursing homes in the city of Minneapolis. 

Senator Gotpwarter. Mr. Muse, if you would care to submit that, 
it can be inserted in the record without your reading it, if you want 
to avoid reading it. You have that privilege. 
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Mr. Muse. Thank you, Mr. Chairman. It is very short and I would 
like to read this into the record. 

There are 23 nursing homes with 552 patients employing 229 people. 

In 1 year these 23 nursing homes had a payroll of $391,865, and for 
food alone they spent $221,468, 

‘Twenty-one of these institutions paid $42,596 in real estate and per- 
sonal property taxes, and over the past 3 years the 23 homes have spent 
in capital improvements in their properties $191,748. 

These are homes, Mr. Chairman, that have been taken at randon 
to show the consciousness on the part of the nursing home administra- 
tor in working toward a solution to some of the problems that are 
facing all of us. 

The home must conform to the rules and regulations of the various 
State agencies of public health and public safety and from time to 
time the physical structure of the building must be altered at great 
expense in order to keep up to the requirements demanded by public 
safety. 

Most importantly, the nursing home administrator in charity and 
kindness must constantly cope with problems made testy by the aged 
inhabitants of the home and be ready to satisfy not only the whims of 
the patient but oftentimes unreasonable demands of the relatives. 

Who are the patients being administered to in nursing homes? 

To answer this, I am submitting a typical census marked “A” and 
ask that it be extended upon the record for your consideration. 

Senator GotpwatEr. Without objection, it will be received. 

(The exhibit referred to is as follows :) 


Exuipsir A.—NURSING HoME CENSUS SURVEY oF A TYPICAL MASSACHUSETTS 
Nugsing HoME 


1. Note range of age among patients. 

2. Note the modest amount being paid for the nursing home facility and profes- 
sional care, 

3. Note the amount of professional attention each of these patients requires. 

4. This home is typical of homes throughout the United States that are licensed 
under the laws of the various States. 


POPE NURSING HOME, CENSUS FOR JANUARY 1, 1954 


1. Age 90; single; female; 4-bedroom; $30; public assistance: Came from 
nieces July 1950. Suffers from partial blindness, convalescing from a dislocated 
shoulder, has general arthritis, and is slightly senile. Originally on house diet, 
now on fat-free diet. Meat is cut. Lacks partial use of arm. Needs assistance 
in dressing, hair, ete. Four prescriptions daily. 

2. Age 85; single; male; 2-bedroom; $49; private: Admitted April 1950 from 
hospital. Suffers from general ananasaraca and chronic myocarditis. Must 
be lifted from bed to chair. House diet, poor appetite, must be prompted to eat. 
For past year suffering from kidney condition. Not dressed. Six prescriptions. 

38. Age 78; female; widow; private room; $35; public assistance: Admitted 
February 1952 from boarding home. Suffers from arthritis in left knee; unable 
to walk because of this condition. On high-protein diet. Able to dress herself. 
Does not get along with people. Three prescriptions and injections. 

4. Age 94; female; widow; 3-bedroom; $35; public assistance: Admitted 
February 1952 from hospital. Had fracture of pelvis—arterialesotic, anemic, 
arthritis, and general arterialeroses. Has had hemorrhagic cystitis. Foley 
catheter for short periods. Lifted from bed to chair, now able to bear some 
weight on hip. House diet, food cut. Received public aid. Eight prescriptions, 
plus liver injections. Not dressed. 

5. Age 70; single; male, semiprivate; $35; private: Admitted August 1951 
from hospital. Suffers from arterialeroses and hypertension. Low-salt diet; 
able to feed and dress himself. Three prescriptions. 
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6. Age 90; single; female; 3-bedroom; $35; public assistance: Admitted Sep- 
tember 1952 from boarding home. Coronary sclerous, peripheral arterialeroses 
and hypertension. Low-salt light diet (no rich food, gross sweets, highly 
seasoned, or food that has a tendency to form gas.) Was able to be out bed 
at first. Suffers frequent coronary attacks, now a bed patient. Has four pre- 
scriptions. 

7. Age 88: female; widow; 3-bedroom; $30; public assistance: Admitted De- 
cember 1950 from hospital. Had fractured hip. Mild senile. Now able to 
walk. Nurses dress her. Low-salt diet, food eut. Restricted fluids. Incon- 
tinent. 

8. Age 79; female; widow; 4-bedroom, $60; private: Admitted December 1951 
from own home. Cerebral hemorrhage. Was able to be up and dressed at 
first. Now completely bedridden. Unable to feed self. Is incontinent. Senile, 
so that it is necessary to use bedside on her bed. Five prescriptions. 

9. Age 88; female; widow; 4-bed room; $35; public assistance: Admitted 
January 1951 from another nursing home. Has areriosclerosis, heart disease, 
hypertension, generalized arteriosclerosis (including cerebral), old cerebral 
thrombosis, right side involved 1949. Completely bedridden. In past 2 years 
has a number of slight cerebral thromboses. Right side now completely para- 
lyzed. Has only partial speech. Low-salt diet, is fed majority of meals. 
Five prescriptions and injections. 

10. Age 71; female; widow; 4-bed room; $60; private: Admitted July 1947 
from own home. Diabetes mellitus, generalized arteriosclerosis, chronic ne- 
phritis, hypertrophic arthritis. When patient was first admitted she had num- 
erous diabetic sores, especially on her head. These are now completely healed. 
At first able to get from bed to a chair and care for herself to some degree. Now 
completely blind, completely bedridden, unable to do anything for herself, grow- 
ing steadily worse. Diabetic diet, will not chew food; must be made semi-solid 
or put through a blendor. It is necessary to test for sugar three times a day 
(because of patient’s eating habits) to determine insulin dosage. Incontinent. 
Five prescriptions and injections. 

11. Age 88; female, single; 4-bed room; $60; private: Admitted October 1950 
from hospital. Arteriosclerosis, hypertensive heart disease. Able to be dressed 
when she was first admitted. Had part of breast removed 1951 (not malignant). 
Now confined to bed, must be fed. Patient seems to have a constriction in throat 
and will only swallow soft solids or liquids. Four prescriptions. 

12. Age 80; female; single; 4-bed room; $30; public assistance: Admitted 
1935 from home. Myxodema, moderate anemia, secondary arteriosclerosis. 
Low mentally, always needed supervision. Now incontinent. House diet. High 
iron and protein. Did not receive public the first 10 years. Nurses help dress. 
One prescription. 

13. Age 78; male; single; private room; $60; private: Admitted 1948 from 
home. Chronic cardiovascular disease. Cerebral scleroses. Is like every old 
man of 90. Must be lifted from bed to chair. Is fed. Is incontinent. Is very 
uncooperative on feeding. Has just a pneumonia. Two prescriptions. 

14. Age 82; female; widow; 3-bed room; $35; public assistance: Admitted 
1947, from son’s home. Slightly senile, anemia, fracture of right hip. Confined 
to bed. Incontinent, totaly incapable of caring for self in any way. Must be 
fed, semi-solid diet. Three prescriptions. 

15. Age 74; female; widow: 3-bed room; $30; private: Admitted September 
1950 from boarding home. Severe arthritis, knees completely stiff now. Is 
lifted from bed to chair. Suffers a great deal of pain and is depressed and cries 
for long periods. High-protein diet. Given injections weekly by doctor. Not 
dressed. 

16. Age 69; female; widow; semi-private; $30; public assistance: Admitted 
November 1951 from hospital suffering from contusions of left knee from a fall. 
Uleers on right leg that never heal. House diet. Partially cares for self. 
Dress self. 

17. Age 76; female; single; 4-bedroom; $30; public assistance: Arterialeroses, 
senility, admitted 1945 from nursing home. At that time was up and dressed, 
able to care for self, but slightly forgetful. For past 2 years strictly bedridden, 
incontinent, is fed liquids only, all muscles have constricted, unable to move any 
part of body. Had own money for about 4 years. NowonOAA. Has not spoken 
for 2 years. Takes long time to get necessary food and liquid into her. One 
prescription. 

18. Age 87; female; widow; 3-bedroom; $32.50; public assistance: Admitted 
from home in 1950. Hypertensive cardiovascular. Has Foley catheter at 
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all times. Has been on a low-fat diet, sippy diet, 2-hour feeding, bland diet, 
low-salt diet and now semihouse diet. Past year has been receiving aid. Kidney 
condition requires daily irrigation of catheter. Two prescriptions. 

19. Age 74; female, single; 4-bedroom ; $35; public assistance: Admitted from 
hospital in 1947 after a resection of cancer of the colon. On low-roughage diet. 
Up and around and able to care for self. Patient hemorrhaged from bleeding 
peptic ulcer. Was operated on for subtotal gastromectomy in January 1952. 
Six meals bland diet daily. Patient has arthritis of knees but has recovered 
and is ambulatory. Also suffers from cardiac decompensation. 

20. Age 79; female; widow; semiprivate; $40; private: Admitted from home 
in February 1951. General arterialeroses. Taken from bed to chair daily. In- 
continent. House diet, food must be cut. Speaks little English. Is not dressed. 

21. Age 64: female; widow; private room; $30; public assistance: Admitted 
from home in 1946. Hyperthyroid disease. Hypertension, arthritis of feet. 
Able to care for self to some extent. Mentally keen and cooperative. Dresses 
self. Five prescriptions. 

22. Age 86; female; widow; 3-bedroom ; $35; public assistance: Admitted 1951 
from home, suffering from mild arterialeroses with cerebral involvement which 
has gradually become much worse. Incontinent. Shows loss of strength in 
general. Colitis. Food cut up. Now a great nursing problem. Three prescrip- 
ttions. 

23. Age 70; female; single; 4-bedroom ; $35; public assistance: Admitted from 
hospital 1947. Cerebral hemorrage right hemiplegis, arterialeroses. Cannot 
speak, completely paralyzed on right side, bedridden, but is able to feed herself 
and make her wants known. Patient cried for first year. Fussy about food and 
will not eat straight house diet. Two prescriptions. 

24. Age 92: female; widow; private; $35; public assistance: Admitted from 
hospital in 1948 with fracture of left shoulder. Has poor circulation of legs 
and for past year has had number of ulcers on legs. Patient is deaf and deter- 
mined in her ways. Able to care for self some. Nurses assist dressing. Three 
prescriptions. 


Mr. Muse. After you have studied this census, it may come as a 
surprise to you that these patients, running the terrible gamut of 
disease and afflictions, are being adequately cared for in nursing 
homes and, to the extent that they are being cared for, leave the hos- 
pitals free to administer the acute problems in our health program. 

It may come as a surprise, too, that the care is being given for the 
small weekly amounts that are indicated by the census, contrary to the 
well-known high cost of hospital care. 

I would ask you to observe, contrary to other information given 
to this committee, that the overwhelming number of these patients 
are indigents who are being supported in whole or in part with public 
funds, and what you have noted about this census is typical of nursing 
homes throughout the country. 

It should not come as a surprise that the nursing home administra- 
tors, in view of the work they have been doing in behalf of the indig- 
ents of our country, are, therefore, a little bit fearful of the implica- 
tions of this particular measure before you. 

Gentlemen, no longer can we be polite in our reference to the do- 
gooders and the misguided zealots who constantly harangue about 
the problem and say that the cure for the afflictions of our aged popu- 
lation is the establishment of so-called nonprofit nursing homes. 

Please bear in mind that the cost of construction, operation and 
maintenance of a nonprofit nursing home is not 1 penny less than the 
cost of construction and maintenance of a private nursing home. In 
fact, in most instances, the cost of operation, because we are not deal- 
ing with public funds, will be considerably less in a private nursing 
home; but we know as a fact, Mr. Chairman and gentlemen, that the 
cost of operating in the private nursing homes, despite the fact that 
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these private nursing homes must pay real-estate and personal taxes, 
is considerably less than the cost of operating a so-called public medi- 
cal institution and we are assured that, because of the compactness of 
the nursing home, the patient is allowed more intimate attention than 
he would receive in the systemized type of care that is given in most 
State and county chronic hospitals. 

Yes, gentlemen, we are fearful that there is a tendency on the part 
of the Federal Government to infiltrate the field of private nursing 
homes. Our fear is best summed up in the words of Oren Harris, the 
distinguished Congressman from Arkansas, when he addressed the 
House of Representatives on March 9, 1954. I quote: 

Now, as to nursing homes. We are getting into the field of nursing homes. 
This is the only controversial feature of the bill. It is the new feature of the 
program. The people operating nursing homes throughout the country are fear- 
ful that this will put the Government or the localities, nonprofit institutions and 
associations, in competition with them. Frankly, if private nursing homes can 
provide the need, I would much rather see the program expanded by them. 
There is some justification for their fear. Private enterprise cannot compete 
with a Government program and exist. 

At that time Mr. Oren Harris was speaking on H. R. 8149. 

Before the House of Representatives’ companion bill reached the 
floor of the House for debate, our organization appeared before Repre- 
sentative Wolverton’s committee and after consultation with nursing- 
home representatives from 22 States, who convened in Washington, 
we expressed before that committee our sense of fear and bewilder- 
ment about the propositions contained in that bill that will lead the 
Federal Government into the nursing-home field. 

We did not appear before that committee, nor are we appearing 
before your honorable committee, through selfish motivation. The 
proposition that we make is a simple one. The nursing homes have 
taken care of the aged and chronically ill, either by necessity or design, 
for the past two decades without once c: alling upon the Government 
for aid. 

All that we asked of Representative Wolverton’s committee, and 
all that we ask of this committee, is that the Congress of the United 
States treat the nursing home with fairness and consideration, both in 
the interest of maintaining private enterprise in this phase of our 
public-health program, and guaranteeing thereby better health and 
better service to our general public. What we offer as an alternative 
to that phase of the bill that would make $10 million available in the 
form of Federal grants for this year is a policy of sound commonsense. 

There is no magic in the Federal dollar. The Federal dollar can 
purchase no more t than any other dollar—it can be stretched no farther. 

If money is going to be made available to anyone, it ought first to 
be made available to that industry that has struggled against all odds 
to care for the acute problems that this bill attempts to correct. 

The entire proposition as it relates to nursing homes, however, in 
view of the survey made by Secretary Oveta Culp Hobby, is unwise, 
unsound, and unrealistic. 

The Secretary’s committee report indicates that the per unit cost 
of construction for nursing homes is a maximum of $8,000 per bed. 
This amount was testified to before the committee and before Repre- 
sentative Wolverton’s committee. The fact is, the per bed cost of 

construction for first-class nursing homes will not exceed $2,000 
per unit. 
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In that regard, Mr. Chairman, I should like to submit for the 
record a bid that was given to Mr. George T. Mustin by Polk W. Agee, 
architect, registered architect, in Memphis, Tenn., wherein the cost 
per bed unit would be approximately $1,600 for first-class construction 
in a homelike atmosphere. 

Senator Gotpwater. That will be received and entered in the record 
at this point. 

(The bid referred to is as follows:) 

MEMPHIS, TENN., December 17, 1953. 
Mr. Greorce T. MuSTIN, 


Mustin Nursing Home, 
Memphis, Tenn, 


Dear Mr. Mustin: As per your request, here is a list of the low bidders on 
the nursing home which you propose to construct at 642 Semmes Street, Memphis: 


General construction, Annaratone Construction Co., 590 Loeb St., 





CUI asiige manips vsseceeerpinnsviictongeillldan shtclegi indica ijokagh innmagime anna tialadaamibaii $62, 475 
Plumbing, Fischer Heating & P lumbing Co., 367 Adams Ave., Memphis. 11,191 
Heating, Ideal Heating Co., 1252 Madison Ave., Memphis_____-_--------- 7, 600 
Wiring, Dawkins Electric Co., 26 North 2d St., Memphis Lanincerbvgusdiligeinahinitiiapeanaiialie T, 226. 

TIT. «. siccoensoicesisacesxse-<aceinpeetn nbstapsinieiestcaiaenmiansascipaliedoa tmademdsentanmabasmadn aaa aaa 88, 492 


In my opinion these firms are thoroughly reliable and capable of completing 

their contracts in a satisfactory manner. 
Very truly yours, 
PoLK W. AGEE, Architect. 

Senator Hiri. That would be built in Memphis, Tenn. ? 

Mr. Muse. In Memphis, Tenn., yes, sir. 

I suggest that if the survey about this most important matter of 
construction cost has proven to be the subject of speculation, and to 
raise doubts as to the actual cost of nursing-home construction, then 
we can reasonably raise doubts about other phases of the nursing- 
home program as they have been investigated and reported upon by 
this committee of Health, E ducation, and Welfare. 

Mr. Chairman, we are not here in the position of favor seekers. 
However, we can give you this assurance: If the money for the con- 
struction of modern nursing homes were to be made available to 
present licensed nursing- home administrators and to others contem- 
plating this type of professional community service, the law of supply 
and demand would cause those homes to be distributed where they are 
most needed and consequently would become self-amortizing. 

I would suggest to you that if the amount of money contemplated 
being given to nonprofit institutions, under the bill before you, were 
made available in my State of Massachusetts, in a very short time there 
would be a minor building boom in the building-trades and hospital- 
supplies industries; but under the proposed bill here before you 
moneys will not be made immediately available. 

There is some illogic about this bill, for, on the one hand, you would 
appropriate $60 million of t: 1xpayers’ money for the construction of 
nursing homes, and in the same bill indicate that you are willing to 
spend § $2 million to make a surv ey apparently for the purpose of deter- 
mining whether or not the $60 million must nec essarily be spent. 

It seems to us, you are putting the cart before the horse. How rever, 
if this bill does nothing more than point out the lack of adequate 
financing that has been facing the nursing home administrator for the 
past quarter century, then much will have been accomplished, for as 
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you may be aware banks are ill-disposed to give mortgage money for 
single-purpose buildings, be those buildings motels, hospitals, theaters, 
or nursing homes. Consequently, the nursing home admuinitrators 
have been put to much cost because of high rates of interest in order 
to meet the expenses incidental to equipping, staffing, and maintaining 
their nursing homes. 

We feel, in keeping with the most recent pronouncements of Presi- 
dent Eisenhower, that had this administration in surveying the needs 
for chronic illness looked to the Small Business Administration for 
the solutions, that approach would be in keeping with the philosophy 
of this administration, and if through the small business this admin- 
istration would make available liberal loans to licensed nursing homes 
throughout the country, as it has done with other small-business enter- 
prises, the problems, at least as respect first-class buildings and equip- 
ment, would be solved almost immediately; and at the same time this 
administration would be keeping faith with its pledge to encourage 
the growth of small business and return the business professions of 
the country to the free-enterprise system. 

Lest we be carried away with the need for new buildings and 
modern equipment, I would have you consider an equally important 
aspect of the entire problem as it was emphasized by Representative 
Frances Bolton on March 9, 1954, before the House of Representatives 
when she spoke in favor of Representative Wolverton’s bill but raised 
this most important question, and I quote: 

As I reported to the House in my survey of the health care situation in 
America on February 25, there is unquestionably an acute shortage of nurses in 
this Nation. In many areas of the country whole hospital wards are being 
closed because there are no nurses to staff them. 

Just how do we propose to staff these additional facilities to be constructed 
under the hospital survey and construction program? 

Representative Bolton, by this statement, has pointed out the prac- 
tical effects of bringing the nursing-home service to the community 
and not asking the patient to leave the community to go to the insti- 
tutional type facility, for the nursing home may draw upon many 
thousand skilled nurses who for one reason or another are not able 
to travel from their home to the metropolitan centers and serve in 
hospitals, but are available for part-time work in nursing homes. 

The American Association of Nursing Homes, Mr. Chairman, is 
equally concerned with all the problems and their solutions for nursing 
our aged and chronically ill, more concerned probably than anyone 
or any other group in the United States, for this indeed is our 
profession and business. 

We have fought vigorously through the years for high ethical 
standards. We deplore the renegade who would abuse the privilege 
of serving our elder citizens and particularly our chronically ill. We 
are ever vigilant to expose them and in this matter we have always 
sought the help of public health authorities. 

This philosophy and outlook about our profession was made known 
to Representative Wolverton’s committee and to members of his 
committee. 

At the time we appeared before the Committee on Interstate and 
Foreign Commerce, we were assured by the committee chairman that 
H. R. 7700, a bill that makes available long-term mortgage loans to 
clinical and health facilities, will be modified and amended so as to 
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include within its scope guaranteed long-term loans at low rates of 
interest to licensed nursing homes throughout the United States. 

Representative Wolverton reaflirmed his desire in this matter when 
in reply to a question by Representative Cretella on March 9, 1954, 
before the House of Representatives, he said, and I quote: 

I might say there is other legislation to follow that could prove beneficial to 
private nursing homes in the event the committee reported it favorably and 
it is adopted by the House. I refer you to H. R. 7700. 

Conclusively, we are asking that this committee recommend that 
S. 2758 be amended by striking therefrom the line in subsection 4 of 
section 651, “$10 million for gi rants for the construction of nonprofit 
nursing homes” and to strike from S. 2758 any other reference of 
grants for the construction of nonprofit nursing homes. 

And we ask that H. R. 7700 and its companion bill, if there is one 
before the Senate, be amended to make available long-term loans to 
private nursing homes for the period of 1 year. 

If this is done, we can guarantee to you, Mr. Chairman and gentle- 
men, that by initiative and sound business principles usually prac- 
ticed by proprietary institutions there will indeed be a minor boom 
in the nursing-home profession, for we can build more cheaply and 
we have a greater ability because we are decentralized for procuring 
professional nursing help, together with the fact that we will imme- 
diately build homes where we know they are needed and will not have 
to wait for a survey to tell us about our own business. 

We can promise that with the FHA type of guaranteed loan for 
nursing homes we can make available facilities for the treatment 
of chronic illness heretofore undreamed of in these United States, 
both in quality and quantity; and we can pledge this to the American 
people: That we will keep abreast of the growing needs of our aging 
population rendering to them kindly and humane service at the 
community level. 

Remember this above all, Mr. Chairman: That if we fail it is 
always within your power to introduce this phase of the bill in any 
succeeding year; but the proof that we ought to succeed in our pledge 
is in the accomplishments of Mr. Henry Kaiser, who was willing to 
underwrite the successful prepayment health plan now bearing his 
name. This plan could not enjoy its present success unless he and 
others were willing to underwrite and guarantee to the banks the 
repayment of loans for clinical and hospital facilities. 

Mr. Kaiser proved that hospitals properly operated, and clinics 
efficiently run, can give the best service the American way, the pro- 
prietary way, which is the self- liquidating way, so that it is a burden 
to no one and a profit to all. 

Neither our professional industry nor the people served by it need 
any coddling from Government. It needs nothing but your warm 
hand of friendship in the form of Government- guaranteed loans, 
the repayment for which we will be responsible, and a manifest act 
of faith on the part of our Government that our professional industry 
is capable of serving the needs attendant upon the aging population 
of our era. 

Mr. Chairman, I should like, too, to extend upon the record some 
remarks made by Mr. George T. Mustin on page 6 of the Journal of 
the American Association of Nursing Homes, March 1954. 

46293—54—pt. 118 
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Senator Gotpwater. Without objection, they will be received. 
(The remarks referred to are as follows:) 


FROM THE SECRETARY'S DESK 


From time to time it is suggested in some quarters that the general hospital is 
the proper agency for the care of the chronically ill patient holding that the 
doctor on his daily rounds can keep closer watch on the patient than through 
any other method, and that the hospital is properly equipped, in the event of 
sudden illness. We disagree completely with this thought, firm in the belief that 
the average chronic patient does not require daily medical examination, and as 
for the availability of specialized equipment, any patient requiring such has 
passed from the chronic to the acute stage and probably needs to be hospitalized 
anyway. But that is not to say they should live in a hospital so they will be 
quickly available in the event of sudden illness. 

The Chronic Illness newsletter of December 1953, published by the Commission 
on Chronic Illness, quotes from a publication of the United States Public Health 
Service as follows: Although “the country now has in its nursing homes con- 
siderab'y more beds for the care of long-term chronic patients than has been 
generally recognized * * * relatively few of these beds are in facilities which 
meet accepted standards.” This is followed by a statement not in quotes: It is 
further indicated that increased popularity has been given to the opinion that 
patients having chronic diseases should be cared for in general hospitals or 
facilities associated with general hospitals. 

The chief criticism leveled against nursing homes is our lack of functional 
housing. The matter of housing is most important and has certainly engaged 
the attention of every nursing home administrator. All of us would rather have 
a proper building for our patients, but, alas, we have no Hill-Burton money, and 
for the vast majority of us there are no funds available from religious, fraternal, 
or philanthropic organizations. No; our homes are what we have made them, 
and the improvements we have been able to accomplish are what we as individ- 
uals and as association members have been able to carve out with our hands, 
heads, and hearts. 

Just for a moment give thought to what our hospitals would be without funds 
from city, county, State, or Federal Governments; without funds from religious 
and fraternal groups, or without aid from philanthropists. Do you suppose there 
would be those imposing edifices of steel and stone as now grace our land? You 
know the answer. 

Nursing homes could be housed as well if construction loans, not grants, were 
made available on high-percentage, long-term, low interest rates. These loans 
could be made available to nursing homes individually, based on their experience 
and record of operation. And since we have been caring for the chronic patient 
for many years, we feel it is our right to have an opportunity to improve this 
important phase of patient care. 

We have not touched on a most important part of our work, the field of daily 
service to our patients, not in itself associated with medicine, but rather with a 
kind of homespun psychology; the task of causing the infirm, the chronically ill, 
and the aged feel wanted, needed, and still a part of the scheme of things. This 
kind of treatment is not to be found in general hospitals, but it is vitally needed 
to fashion happiness for those in our hands. It is a cardinal reason why the 
private nursing home will continue and prosper. 

We have not touched on our nursing services to patients, since that is the first 
requisite of any nursing home. Many of our homes are operated by physicians, 
registered nurses, and licensed practical nurses, and those which have not had 
professional training, have received theirs in the school of experience sufficiently 
to satisfy the licensing and inspection authorities. We are proud of the level of 
our care, although we do strive continually to better it, and our advances in this 
respect have been steady. We know our patients must receive experienced 
nursing care, and also that kind of personal attention which brings contentment 
to declining years. 

No; let the hospital keep to its field, where it has its hands full in the constant 
employment of its specialized knowledge and skill. Let us keep to our field where 
our hearts as well as our hands contribute to the contentment and care of our 
charges. 

Let those who would have better patient housing help to obtain it. It will be 
interesting to see if our critics are more concerned with the chronically ill or 
the furtherance of pet theories. 


Grorce T. Mustin, Secretary. 
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Mr. Muss. I should like to ask of you, Mr. Chairman, if it would be 
possible to extend upon the record the written testimony from State 
presidents that will be forwarded to your attention within the next 
14 days, testimony that bears upon the problem in 31 different States 
in the union, as these States are affiliated with the American Associa- 
tion of Nursing Homes. 

Senator GotpwateR. That will depend upon the size of the testi- 
mony. We wouldn’t like to say we will receive it and print it if it 
will occupy 2,000 pages, say. If it it a normal amount of testimony, 
we will certainly receive it and print it. 

Mr. Muse. We feel, Mr. Chairman, in that respect, we can have the 
testimony confined to three average pages. 

Senator Gotpwarer. That can be received and printed in the 
record. 

(The letters referred to follow:) 


Texas NuRSING HoME OPERATORS ASSOCIATION, 
Houston 2, Tex., March 30, 1954. 
Hon. WiLi1AM A. PURTELL, 
United States Senator, 
Senate of the United States, Washington, D. 0. 


Dear Sir: I am reliably informed that at present the subcommittee of which 
you are chairman has at present under consideration S. 2758, which deals with 
the subsidizing by our Government at an added burden to the already over- 
burdened taxpayer of nonprofit nursing homes and other related institutions. 
This proposal which is now before you is to be the Senate version of House 
proposal (7341) which was in my estimation and the estimation of other nursing- 
home operators passed by that great body in very unsuitable form. 

Referring to the above, there are approximately one-half million nursing home 
beds available in the United States. We have never been surveyed as to this 
fact, but one is gladly urged and welcomed at this time. These beds are all 
licensed and taxpaying (Federal, county, and State). We, and I am sure you 
will agree, want to operate as free citizens and pay our taxes to the Government 
instead of standing outside the White House begging and lobbying for a handout. 
The approval by the Senate of the United States of this legislation in its present 
form is only the opening wedge of the forcing upon the people and overburdened 
taxpayer of socialized medicine. I employ approximately 15 people, and they 
are all taxpayers as am I. 

I will repeat, I am 100 percent opposed to socializing the nursing homes in any 
form, and socializing is what it amounts to when the operator has to look to 
the Government for money on which to operate. 

Sincerely, 
Mrs. Leta Horton, First Vice President. 


CoLtuMsBus, OnI0, April 3, 1954. 
Mr. MELvIN SNEED, 
Professional Staff, Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, D. C. 


Dear Mr. SNEED: There is enclosed the statement of the Ohio Association of 
Nursing Homes regarding Senate bill S. 2758. It will be appreciated if you 
will present this to the subcommittee considering this bill at their next meeting 
thereon. 

Very truly yours, 


Tuomas W. LANE. 


CoMMENTS RE 8, 2758 spy OHIO ASSOCIATION OF NurRSING HoMES 


The Ohio Association of Nursing Homes wishes first to express its appreciation 
for this committee’s courtesy in extending this unusual opportunity to the asso- 
ciation to present its views regarding this pending legislation. This very act 
indicates a degree of interest in the problems of care of the aged which has here- 
tofore been lacking. 
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The Ohio association believes that there is no need for governmental subsidy 
of nursing homes in order to insure adequate care of the aged and chronically 
ill, believing firmly that time, continuation of efforts already commended by 
those in the field, and governmental encouragement by other means will accom- 
plish the result desired in a better fashion. 

In order that the committee may compare the situation in Ohio with that 
existing in other States, certain basic factual information is herein set forth. 

(Nore.—Unless otherwise indicated, the information listed has been secured 
from the Ohio Conference on Problems of the Aging, sponsored by the Ohio State 
University and Ohio Citizens Council for Health and Welfare.) 

In 1952 there were 759,000 persons over the age of 65, or 1 for every 11 persons 
in the State of Ohio. The majority of these persons lived in family households. 
In 1953, 30 percent of all persons over the age of 65 were receiving income from 
employment, either as a wage earner or the wife of a wage earner; 36 percent 
were receiving old-age and survivors benefits; and 7 percent were sustained by 
other retirement programs. Over 65 percent of the patient population of county 
homes in Ohio are over 65. The number of patients over the age of 65 in our 
mental institutions increased 40 percent during the last 6 years, although the 
total population in such institutions increased only 15 percent during the same 
period of time. In 1953, 20 percent of the patient population in these institutions 
were over 65. In 1950, 18,500 men, or 5.6 percent of the over-65-age group, and 
18,020 women, or 4.7 percent of the over-65-age group, were in institutions, hotels, 
or other types of domiciles caring for more than 5 lodgers. As of March 9, 1954, 
there were in Ohio 572 licensed commercial nursing homes having 8,240 beds for 
aged and chronically ill. There were on the same date 95 philanthropic homes 
having 5,160 beds for the same purpose. It is the opinion of the licensing agency, 
the Division of Social Administration of the Ohio Department of Welfare, that 
there is no substantial shortage of nursing homes in the State but that addi- 
tional homes which could or would accept patients at minimal rates could well 
be established. Those counties in the State with the lower proportion of older 
persons are the more populous counties. For example, although the State average 
of persons 65 and over is 8.9 percent, the following highly populated counties are 
below such average: 


Percent 
NN igs cea sins iinet eine osha aces aa aa el pag ta Me ales ae 
INI sc c< canzssccnempstnstepohis i ic seconde nia ocala adel etd caeaiaeenipatibniolei. 7.3 
I ie i caer ap ec eatin oni Sancti i eco ac echnical icin estat 7.0 
INN a cS eh cnet teicher ei chide cia iat 8.4 
I niin cio Wat ie rie ity siecle i aca et tide taal 2 
I cI a i iS ee 7.3 
a a ER rg eee a eS 7.8 
I initiates anihtiisae co snnlccrnm nines sidentonas a aha eating armbar Sitnpp ie Tal we 
I scsi saaiegila telat lealbe ethan ected alae cicadas apa Svcd tian ead 7.3 
UNI a:nciscessiccssieiieiasvencihetacagitiasiaesasnoaschpalbagiddeac eee tibial Etat ctatantiaceneie duets aintiaeta eet 7.5 
IN cists nee ll ches aes ee asec ano agains 6.6 


There are more women in the over-65 age group than men, and this trend is 
increasing. For example, in 1950 there were 89 men for 100 women. In 1975 
projection indicates that there will be 75 men for 100 women. 

It must be remembered, of course, that for many old age brings with it 
physical infirmities and mental deterioration. Those who are able to care for 
themselves usually do not go into homes for the aged; therefore, the majority 
of residents of such homes are incapacitated in one way or another in addition 
to the debilities of their age. Many are disabled by arthritis, diabetes, paraly- 
sis, cardiac and nervous disorders. There are many with impaired eyesight and 
hearing. The minds of some are not as active as they once were, and their memory 
and perception have been effected. A considerable percentage are senile. A 
recent survey by the Ohio Citizens Council for Health and Welfare of 48 homes 
for aged Ohioans revealed that, of the total of 3,963 residents therein, 738, or 
19 percent, had disabilities sufficient to confine them to bed. The remainder were 
able to be up for varied periods of time, although some could not leave their 
rooms or particular floor on which they lived. 

This same survey revealed a variety of accommodations and services offered, 
a brief summation of which may be of interest to this committee. All of the 
48 homes used 1 or more living rooms or dining rooms or some other space for the 
leisure time activities of their residents. Twenty-five had solariums. Fifteen 
had chapels or auditoriums. Six had recreation rooms. There were 8 libraries 
and 11 workshops. Tools and equipment for all types of handicraft were some- 
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times evident, as were tailor shops, shoeshops, and barbershops operated by the 
residents. Such rehabilitative equipment as sewing machines, weaving looms, 
wood-carving equipment, power saws, and brushes and paints were discovered. 
All of the 48 homes had some of the following equipment for more teisurely 
activity: Musical instruments, radios, television sets, recording machines, and 
movie projectors. Daily newspapers are almost invariably furnished to the 
residents. Religious services are high on the list of activities of the residents 
of the homes of the aged, both as to frequency and popularity. Gardening or 
farmwork was done by the residents in 28 out of the 48 homes, but relatively 
few residents participated therein. 

Much of the information already given supports, we believe, our contention 
that encouragement of expansion of commercial nursing homes by means other 
than governmental subsidy would better answer the need of our aged and ill 
popu'ation and at the same time avoid additional expenditures of Government 
funds which could not be recovered. It is important to remember, of course, that 
such a program, if inaugurated, would carry out the expressed intent of the 
present administration to promote the growth and expansion of private enter- 
prise and that the resultant increase of activity among that group would reflect 
in increased tax revenue. On the other hand, the present provision of S. 2758 
providing for outright grants to nonprofit nursing homes would not in itself 
provide a satisfactory solution to the existing problems and would obviously 
witness the expenditure of a considerable amount of funds with no expectation of 
any tax return thereon. 

One of the facts set forth in the early part of this statement showed that the 
more populous counties have the lower proportion of older persons. Experi- 
ence has shown that the majority of nonprofit homes tend to be established in 
these communities. Commercial nursing homes, however, are widespread 
throughout the State, being present in communities of every size and need. It is 
believed in this respect that there is a distinct advantage to the residents whose 
mental attitude and morale is of extreme importance to their comfort to be 
able to remain in their own community among familiar surroundings and 
acquaintances. These commercial nursing homes employ local help, which is 
generally more obtainable than an institution which must secure some of its 
emplvyees from other locations. Another important factor previously mentioned 
was the higher proportion of women than men in the over-65 age group. Again, 
experience has shown that women in particular prefer the smaller, more sociable, 
homelike privately operated homes to the generally larger, institution-type 
nonprofit nursing home. 

The private nursing homes have been pioneers in the care of the aged and 
chronically ill and have consistently attempted to expand and enhance the 
quality of the services rendered to their residents as well as making continual 
efforts to improve their own standards of care. 

Nothing contained herein should in any way be construed as derogatory of 
the philanthropic nonprofit nursing homes. We realize the need for such insti- 
tutions in addition to the commercial nursing homes and public institutions. 
As a matter of fact, there has recently been formed an interorganization rela- 
tions committee of the three State organizations representing the public, philan- 
thropic, and commercial nursing homes. At his specific request there has also 
been formed an advisory committee to the State director of the department of 
public welfare composed of representatives of each of the three mentioned 
organizations. It has been discovered, however, that no one type of nursing 
home can adequately supply the answers to the varied problems of caring for the 
aged. We feel, therefore, that the presently proposed legislation is discrimina- 
tory and fails to adequately gage the true needs of our senior citizens. 

We wish to record our unalterable opposition to any such legislation which 
will tend to preempt a field of primary concern to local governments, adversely 
effect individual initiative, and discriminate against private enterprise. We 
advocate a program whereby nursing homes in all classifications may be en- 
couraged in their endeavors to provide better care for the aged and chronically 
ill on an equal basis by governmental assistance other than outright subsidy. 
Such action will, we feel certain, enable those engaged in this field of endeavor 
to keep pace with the needed expansion which will be required in the future to 
properly care for the ever-increasing ranks of the aged. 

Respectfully submitted. 


ES iE SHARPE, 
President, Ohio Association of Nursing Homes. 
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KENTUCKY ASSOCIATION OF NURSING HoMEs, 
New Castle, Ky. 
SENATE COMMITTEE ON LABOR AND PuBLIC WELFARE, 
Capitol Building, Washington, D.C. 

Sms: As president of the Kentucky Association of Nursing Homes, which 
association represents a majority of the licensed nursing homes within the 
Commonwealth of Kentucky, I am protesting against the inclusion of nursing 
homes in the provisions of H. R. 8149 and Senate bill, S. 2758, for the following 
reasons: 

1. The nursing-home operators of this State fear that this would set a bad 
precedent and open a door for an expanded and greatly accelerated program of 
unfair competition on the part of the Government to the private-enterprise 
operators of nursing homes. They have seen the system of hospitals operated by 
the Veterans’ Administration expand since 1926 from 26,000 beds to present plans 
for some 130,000 beds offering service to about 40 percent of the entire adult male 
population of our country, with the possibility of still greater future expansion. 
Private hospitals are greatly concerned about this, and nursing-home operators on 
their part feel that they should take warning from this and other programs of 
Government spending that tend toward the socialization of medical facilities and 
private enterprise. Such a program as is initiated in these recently introduced 
bills could eventually destroy the proprietary nursing homes profession in this 
country. 

2. Nursing-home operators believe that these bills were conceived as a result of 
misinformation. The original bill, H. R. 7341, was conceived with the idea that 
there were only about 9,000 nursing homes in this country, whereas figures 
compiled by the nursing homes associations throughout the country indicate that 
20,000 would be a more accurate estimate of the number. The administration 
did not realize how large a number of nursing homes were already in operation. 
Nor did they take into consideration the large number of such patients as are 
now being cared for in State, county, municipal, church, fraternal, and veterans’ 
institutions, and in the general hospitals throughout the country. Apparently 
they did not know that some of the newer hospitals, especially in rural areas, 
are maintaining their present bed capacities at present occupancy levels only 
by taking care of a considerable number of patients that are in reality nursing- 
home patients. They made no survey to ascertain how many nursing-home beds 
are already vacant in such areas. Yet they estimated that only a small per- 
centage of the needs are presently being met. Nor did they consult with any of 
the nursing homes associations to ascertain whether all present and future needs 
for improvement and expansion might be met through long-term loans without 
outright grants. If this had been done in a sincere manner, nursing homes would 
never have been included in the provisions of these bills. 

3. Large centralized nursing homes such as would result from this proposed 
plan would be needlessly expensive to build. It was estimated by the sponsors 
of this proposal that it would cost $8,500 per bed to build and equip nursing 
homes, whereas proprietary nursing homes meeting all State licensing require- 
ments can be built on a 1-floor plan according to local community needs at about 
one-third the cost anticipated by the sponsors of this legislation. 

4. Large centralized nursing homes of this type are not conducive to the 
proper care of nursing-home patients. They become too professional to pro- 
vide the home atmosphere which has made the nursing-homes profession what 
it has become today. They lack that human touch and personal relationship 
between worker and patient that means so much toward making old people 
happily contented, as we find in the majority of licensed and approved nursing 
homes throughout this Nation. They rob the residents of the companionship 
of their friends and relatives because these find it difficult to make frequent 
trips to visit a more distant centralized nursing home. Our present nursing 
homes are built around the community which they serve. Centralized nursing 
homes would mean that nurses and workers generally trained to care for acute 
and short-term patients would be assigned to the care of nursing-home patients— 
a task for which they are untrained and which demands a different type of care 
from that of general-hospital patients. 

5. It would encourage public-nursing homes, and it is generally known that 
satisfactory operation of public institutions for long-term cases is extremely 
difficult. Care in such institutions has not compared favorably to that found 
in properly regulated licensed nursing homes, and few public institutions are 
operated on the standards required of private institutions. 
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6. Government-sponsored publicly owned nursing homes would tend to remove 
responsibility for the care of such patients from the relatives and local commu- 
nities and shoulder it upon the Federal and State governmental units. A large 
percentage of the public feels that, if an institution is publicly owned, individuals 
should not have to pay for the service it renders. This would result in an 
ever-increasing tax burden and a further drift toward socialized medical care, 

7. Whether paid by public funds or not, care in such nursing homes would 
actually cost more than in proprietary nursing homes, especially when cost 
of maintenance, replacement, cost of operation, and loss of taxable income to 
the Government are all taken into consideration. Even in nonprofit hospitals 
care may cost more than in proprietary hospitals when such things as con- 
tributions, subsidies, endowments, tax exemptions, and so forth, are all 
considered. 

8. Large institutions for the care of long-term patients on a self-supporting 
basis have proved unprofitable financially, with the result that they have in 
some cases been discontinued and in others transformed into general hospitals 
or have undergone modifications as to their original purposes. 

9. This Nation has rejected socialized medicine. Yet, when a large group 
of citizens are encouraged to look to the Federal Government to provide care 
for all their disabilities, they are being led one step closer to socialized medicine. 
No private enterprise can long compete with a Government-subsidized enterprise 
in the same field of operation. Private and proprietary nursing homes could 
not successfully compete with public-nursing homes. In this proposal the Gov- 
ernment is alining itself against private enterprise. The elimination of private 
enterprise in the nursing-home profession could conceivably bring one step 
nearer the elimination of private enterprise in the medical profession. A con- 
tinually expanding Federal aid program for all types of care could lead even- 
tually to the federalization of all hospital and medical care. 

10. There is a fear on the part of many nursing-home operators that factors 
other than the best interests of our chronic and aged population may influence 
the location and construction of public-nursing homes. Some of them have felt 
that already a few politicians have used old-age-assistance raises as a tool for 
the advancement of their own personal ambitions by leaving old people under 
the impression that politics had something to do with such increases. These 
operators fear that the provisions of this legislation might be used for political 
purposes on a local level. 

In the foregoing, I have endeavored to summarize, without burdening anyone 
with statistics, some of the principal reasons why the members of the Kentucky 
Association of Nursing Homes are opposed to having nursing homes of any kind 
included in the provisions of H. R. 8149 and Senate bill S. 2758. 

They feel that money for construction of nursing homes by outright grant 
should not be undertaken until all other legitimate efforts have been made to 
meet the needs, and they feel that long-term, low-interest, Government-insured 
loans to proprietary and nonprofit nursing homes alike, without partiality, by 
inc'uding both nonprofit and proprietary nursing homes in the provisions of a 
bill such as H. R. 7700, would fully solve any problems of the present or future in 
connection with the need for nursing-home beds. They feel that an attempt 
should at least be made first along this line before any legislation is passed 
to provide outright grants for public and nonprofit nursing homes. 

They also feel that if more public funds for the care of the indigent who are 
in need of hospitalization or nursing-home care were provided to meet the cost 
of such care, the number of nursing homes of a high quality would greatly 
increase, and that this would make it easier to finance such construction from 
regular financial circles. Even if the proposed legislation should be enacted, 
this increase for the care of indigents will naturally follow in time, so why 
should not we “put first things first” and leave the enactment of such legisla- 
tion as is proposed in H. R. 8149 and S. 2758 only as a last resort, should all 
other more reasonable methods prove to be inadequate. 

Respectfully, 


Tra O. WALLACE, President. 
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WISCONSIN ASSOCIATION OF NuRSING HOME OPERATORS, 


Eau Claire, Wis., March 28, 1954. 
Re. S. 2758 


Mr. MELVIN SNEED, 
Professional Staff, Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, D. C. 

Dear Mr. SNEED: On behalf of 357 nursing homes within the State of Wiscon- 
sin, the Wisconsin Association of Nursing Home Operators assert their position 
against the above bill S. 2758 that has been introduced for legislation. 

In our State more than 12,000 older citizens, excluding many in mental 
and general hospitals, are receiving some type of institutional care. Almost 
two-thirds of them are in our nursing homes. It is therefore understandable 
that the nursing home operator is playing an important role to assist this new 
generation to beceme part of our social and cultural life. The nursing home 
strives to maintain a home atmosphere that is nonexistent in large institutions 
but at the same time render physical care that he is unable to get in his own 
home. 

You, no doubt have been subjected to discussion against this bill, such as free 
enterprise, return of internal problems and responsibilities to States, and deac- 
tivation of Government competition with private industry. All these are logical 
reasons that should be given due consideration. 

However, we should not lose sight of the purpose of this bill. It is not 
presumptuous to say the purpose is for the benefit of our older citizens. There- 
fore, it would not only be logical but also proper to have the older person decide 
who will be his custodian at large. Too often we are prone to solve the older 
persons’ problem without consulting them for advice and opinion. Let us weigh 
their thoughts as we meditate over this bill: 

Grandma and grandpa wonder what constitutes a nonprofit organization? 
Will it carry a stigma of charitable significance? Will it represent a public 
institution? 

What is there to prevent a city or county to set up its own nonprcfit organi- 
zation? Would it not then be city or county operation? Experience has informed 
them that the public institution or poor farm, though gradually making its 
departure, are still, in memory or in fact, a stigma to society. In small and 
large cities they continue operation as the “catch-all” for community problems. 
Regardless of age, derelicts, alcoholics, and various types of undesirables are 
admitted. This type of institution is a convenient method, or the least line of 
resistance, for the court to clear its calendar. Unfortunately these same insti- 
tutions are “bursting at its seams” with older citizens. Is this the penalty for 
old age—to be cast in with community outcasts? 

In a sense, our interpretation of S. 2758 is a backward step in the field of 
gerontology. It is an encouragement to the rebirth of poor farms. Granted, 
it is an encouragement for communities to accept the aging problem as a eem- 
munity problem, but what prevents a nonprofit organization from converting 
to a commercial institution? The hesitancy of the average citizen to accept re- 
sponsibility for its aged, and lack of qualified personnel interested in this field of 
work, has been a discouragement for direct community participation. 

In conclusion, may we stress. “what the older citizens desire” should be the 
guidepost for any decision in this field of welfare. 

Respectfully submitted. 

ALBERT G. INCANI, Vice President. 


MISSISSIPPI STATE ASSOCIATION OF NURSING HOMEs, 
March 30, 1954. 
Mr. MEtLvINn SNEED, 
Professional Staff, Senate, 
Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, D. C. 

DeAR Mr. Sneep: First, the members of the Mississippi State Association of 
Nursing Homes would like to thank you for this opportunity to give our views 
concerning Senate bill S. 2758. 

Our State association is opposed to Senate bill S. 2758. The most important one 
thing to be considered whenever we think in turns of nursing homes is the welfare 
of the aged and chronically ill found in these homes. Whenever a man or woman 
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is placed in a nursing home, the first thing their loved ones think about is: 
“Is my mother or father going to be happy in that home?’ In order to make 
an elderly person happy when you take them from their own home to a nursing 
home is to make their period of adjustment a pleasant and speedy one. Hiderly 
people cannot stand much changes. In order to accomplish this, you must have 
a kind and sympathetic nursing staff who are stable. A person could never get 
the personal and individual attention in a State institution as they receive in 
a private nursing home. A good nursing home does not have the large turnover 
in personnel as that found in State institutions. This alone is an important 
factor in the welfare of the patients. The nursing home must always thrive 
to make it known to the patients that they are not just put away in a home 
and not wanted. 

Elderly people are very much like children inasmuch as they get sick quickly 
and if neglected, their ailment can become serious in a short time. Only a closely 
supervised nursing home can give the type of care so necessary in caring for 
the aged and chronically ill. <A tiny blister, the size of a pea, can if neglected 
turn into a vicious bed sore. So very often you find personnel in the large insti- 
tutions who try to get by with doing the least possible work. A private nursing 
home is run by a responsible administrator, who is constantly watching over his 
patients to see that they get the necessary nursing care. 

It is true that we have an inadequate number of nursing homes throughout 
the country but we sincerely believe the answer to this problem lies in the 
passing of H. R. 7700. Bill H. R. 7700 will allow administrators of private nurs- 
ing homes to make a reasonable loan to build new nursing homes or remodel 
their present building thus giving more and better nursing home facilities. 

The passing of Senate bill (S. 2758) would mean socialized nursing care, one 
step ahead of socialized medicine. We all are aware of the danger of socializing 
any form of profession, especially the care of elderly people. It is our belief 
that we should always try to preserve the freedom of free enterprise. It was 
this belief of democracy that made mine and millions others who went into 
service an easier task to perform. 

It would be wise to visit the patients in proprietary nursing homes and those 
in State institutions and get firsthand information as to how these people 
feel about their surroundings. I feel sure that you will find those in private 
nursing homes much happier than those found in State institutions. We think 
that it would be worth the try to permit the proprietary nursing homes to take 
care of the aged and chronically ill by allowing them to make reasonable long: 
term loans to build more facilities. Please give the private nursing home admin- 
istrators an opportunity to do the job themselves. 

Sincerely yours, 
Harry D. Heiman, President. 





THE MINNESOTA ASSOCIATION OF NURSING HOMES, 
Minneapolis, Minn., March 30, 1954. 
SENATE SUBCOMMITTEE ON LABOR AND PUBLIC WELFARE, 
Capitol Building, Washington, D. C. 
(Attention: Mr. Melvin Sneed, Professional Staff.) 

GENTLEMEN: The Minnesota Association of Licensed Nursing Homes wishes 
to record its protest in opposition to those portions of Senate bill S. 2758 and 
House bill 8149 providing for appropriation of Federal funds for the construction 
of public nonprofit nursing homes on the following grounds: 

1. The privately owned and operated licensed nursing homes have adequately 
filled the need for the care of chronically ill and convalescent patients in our 
State. 

Nursing homes are not to be confused with the many church and charitable 
homes whose patients or guests are almost 100 percent ambulatory and not in 
need of nursing care or medical supervision. The need for nursing and medical 
care for the aged and infirm during the past decade has been met by the private 
nursing homes who furnished the only proper care available when the only alter- 
native was the old-fashioned county poorhouse. 

The privately owned homes have expanded their existing facilities as rapidly 
as the need for these services arose, and, in addition, have added 84 new privately 
operated homes during the period from 1947 to 1950 in our State alone. 

We feel that, as an important segment of the system of private enterprise in 
our country, we will continue to adequately meet any need for our facilities as 
this need arises. 
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Amplifying the above statement regarding the importance of our position in 
the field of private enterprise, we wish to call your attention to the accompany- 
ing statistics on attached exhibit which give an accurate picture of the financial 
activities of the private nursing homes in the State of Minnesota. 

2. Privately owned and operated licensed nursing homes are better suited for 
giving nursing home care than large institutional type homes. 

The average size of a private nursing home is between 20 and 30 beds. Some 
are considerably smaller, having as few as 9 beds, and some as many as 50 beds. 
This type of operation can be carried on in a reconverted mansion or smaller new 
home which does not require the expensive facilities associated with a hospital. 
Also, from this type of home, a convalescent or chronically ill person is allowed 
to choose the one in which he or she wishes to reside; the care is much more 
intimate and personal; and the transition from residence with their own fami- 
lies to a nursing home is much less sharp. 

Nursing homes must be distinguished from convalescent hospitals in that 
the term “hospital” honestly implies the need and usage of many highly technical 
types of equipment similarly employed in the regular hospitals. This technical 
equipment is not necessary in the ordinary nursing home. Patients and their 
families have repeatedly expressed their happiness and contentment in the home 
like atmosphere found in the private nursing homes as compared to the insti- 
tutional atmosphere inescapable in the large publicly run institutions. 

The Government sponsored or financed institution usually is a large institu- 
tion involving hundreds of beds and necessitating a large initial investment. 
This type of institution pays no taxes, and their histories of operation show 
them to be costly and 1 real added burden to all taxpayers. 

Costs of patient care in private nursing homes are strictly regulated by our 
State, county, and city agencies. These agencies regularly inspect our homes to 
insure adequate facilities for the proper care of patients. This results in a 
balance between services rendered and the amounts paid therefor which would 
not be possible in the State or county homes. 

Government sponsored nursing homes violate the principle that the aged should 
have the right to choose the home in which they are to be placed, by making 
them wards of the county or State and forcing them to be subjected to institu- 
tional care, such as existed in the old type of poor farms now generally abandoned. 

Government sponsored homes would be the beginning of socialized medicine 
for persons over 65 years of age receiving old-age assistance. It means that 
the care of the convalescent and chronically ill of our aged population would 
become subiect to political pressures, rather than remaining part of the free 
enterprise system of our country. It means a highly increased tax burden to 
pay for the cost of constructing Government sponsored nursing homes. 

8. Government financed nursing homes would destroy large investments in 
private nursing homes made in response to growing need for nursing home care 
and put Government in direct competition with private enterprise. 

They necessarily involve large single institutions that discourage private 
investment, and would revive the old poor farm system for the care of the aged, 
which the social security law was intended to eliminate. Private nursing homes 
have expanded private employment, made use of many old properties, and have 
paid large sums in taxes to the State and Federal Governments, all of which 
would be seriously affected by this bill. 

4. We feel that the reasonable solution to this problem is the insuring by the 
Federal Government of reasonably long term low interest loans to the private 
nursing homes to aid and encourage them to still better meet any future need 
for expansion as conditions mig!it dictate and save our Government the millions 
of expense now being considered in these bills which cannot help but add 
to the country’s and taxpayers’ financial burdens. 

Very truly yours, 
ALvIn CosTELLo, President. 
Cc. S. Boyce, Secretary. 
Mitton §. Davis, Treasurer. 
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Annual extent of operations of private nursing homes in Minnesota 





Num- | Remodel- 
Num.- | ber of 1 . . | ing, im- 
t Gross Food and | Fuel and . 
ber of | em- ww $ ated | Taxes Insuran -rove- 
ate ploy- payroll supplies utilities aa | es ts 
ees repairs 





Rural Minnesota_| 1, 885 716 |$923, 658. 54 |$720, 175.48 |$131, 921.91 |$90, 839.85 |$33, 427. 84 | $161, 216. 10 
Minneapolis-St. | } 








Paul............| 1,218 | 486 | 866,022.07 | 490, 549. 92 | 79, 960.78 | 91,867.67 | 29,123.84 | 141, 254. 56 
Total.......| 3,103 | 1,202 |1,789,680.61 [net | 211, 882. 69 82 707. 52 62, 551. 68 | 302, 500. 66 
Norte.—The conservative estimate of the value of the investment in private nursing homes in the State of 


Minnesota would be at least $6 million. Many homes have installed, and are installing, srrinkler svstems 
in the interest of eliminating fire hazards, which as a single item are averaging between $6,000 to $10,000 per 
home. The figures for the metropolitan area of Minneapolis-St. Paul are separate from the rest of the 
State because of differences in costs between city and rural areas. We believe these figures to be very 
conservative, and, if they err, they do so on the low side. 


THE GEORGIA ASSOCIATION OF NURSING HoMEs, 
April 1, 1954. 
Mr. MEtvin SNEED, Professional Staff, 
Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, D. C. 


DeaAR Str: We, the private nursing homes of Georgia, speaking through the 
Georgia Association of Nursing Homes, respectfully voice our objections to the 
Government appropriating $50 million for nonprofit nursing homes for the aged 
as provided in pending bills, 8. 2758, H. R. 8149, and for grounds say: 

In the State of Georgia we have 84 homes licensed by the State Hospital 
Services Division of the State Board of Health with a total bed capacity of 
2,686 patients and with prospects of other nursing homes being built through 
private enterprise. Each of these nursing homes represent an investment of 
from $15,000 to $50,000. In addition, they are staffed with medical practitioners 
and nurses who, for the most part, own the establishments, or the majority 
interests therein. 

Should the Federal Government pass Senate bill S. 2758, H. R. 8149, unfair 
competition, that of subsidized governmental nursing homes against the unsub- 
sidized ones, would immediately result, probably forcing the 84 privately- 
financed nursing homes out of business because of the larger, more modern 
facilities available only through subsidy of the taxpayers. 

The nursing homes occupy a more important place in the community in that it 
is a bridge between those patients who are not able to enter hospitals for finan- 
cial reasons but are able to afford the lesser expenses involved in the nursing 
homes. 

The greatest need of private enterprise in this field would be to obtain long- 
term, low-interest loans from the Federal Government that would help each 
home raise its standards by adding extra beds, more doctors and nurses, and more 
modern equipment. 

Another need of the private nursing homes which might be provided by the 
Government without undue cost to the taxpayer would be closer laboratory 
cooperation provided between the private nursing homes with United States 
Public Health laboratories. Likewise, making available to private nursing 
homes surplus armed services equipment such as hospital beds, laboratory and 
hospital equipment, and other equipment which is no longer needed for military 
purposes, would be of untold benefit. This latter type of aid would assist the 
nursing homes and the public immeasurably and would enlarge the base of 
service the private nursing homes are presently rendering their communities. 

If desired, a representative of this office would be pleased to appear before 
an appropriate committee considering these bills or supplemental information 
will gladly be furnished upon request. 

Yours very truly, 
JoHN L. McCatium, President. 
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Texas Nurstnc Home OPERATORS ASSOCIATION, 
Beaumont, Tex., March 28, 1954. 
Mr. MEtvIn SNEED, 
Professional Staff, Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, D. C. 

DeAr Str: Please refer to Senate bill 2758, which is the Senate version of 
House Resolution 8149, a bill to amend the hospital survey and construction 
provision of the Public Health Service Act. I would like for the members of the 
Senate subcommittee to consider the following facts as they study this legislation. 

The Public Health Service Act that is to be amended did not include nursing 
homes. This act was not intended to subsidize nonprofit organizations to com- 
pete with private enterprise. Hospitals were originally organized by groups of 
religious people as nonprofit institutions. Nursing homes were originally organ- 
ized by small-business people, engaged in free and private enterprise. Nursing 
homes have remained in the chtegory of private enterprise. Hospitals are, pre- 
dominantly, nonprofit organizations. Therefore, nursing homes should not be 
included in this bill. 

The term “nonprofit urganizations” is very broad. The bill does not specify 
that the organization must have been chartered to care for the sick and helpless. 
It does not specify that the nonprofit organization must be a part of the non- 
profit hospital organization. Again the original intent of the bill to be amended 
has been forgotten. 

The figures presented to the Committee on Interstate and Foreign Commerce, 
February 4, did not include the commercial nursing-home beds. Until a proper 
survey is made, including the beds in licensed nursing homes in the United 
States, no person or group should be willing to ask for legislation appropriating 
such an enormous amount of money. How can a need be determined without 
these beds being counted? How can the people engaged in private enterprise 
survive and compete with Government grants for which they must help provide 
the money? Every State in the Union now has a licensing agency for nursing 
homes. This agency has the figures covering their State. Why should $2 million 
be spent to make a survey that can be made by the licensing agency of each 
State? They have inspectors and representatives employed and in most cases 
have the figures available. 

On the 24 and 25 of this month I held an open State meeting for nursing home 
operators of Texas. Over 75 operators attended this meeting. Every section of 
the State was represented. Open discussion brought out time after time that 
there is no shortage of facilities for the chronically ill in Texas. 

The director of the Texas State Department of Health, Dr. George W. Cox, has 
stated repeatedly that we have no shortage of facilities in Texas. We definitely 
need to do some remodeling and it would be very good if we could replace some of 
our homes with new construction. We would like very much to have funds made 
available on long-term 2- to 3-percent interest loans. The commercial loan com- 
panies will not loan money at this low rate and if we are able to obtain such 
loans the money would need to be appropirated by legislation for this purpose. 
Would it not be better to make these funds available to experienced people on a 
loan basis than it would be to grant it to inexperienced nonprofit organizations 
that do not pay taxes and who would not be required to pay it back? 

The people who have invested their money and spent many years of their life 
in this humanitarian work were completely ignored when this bill was written. 
At the same time Senate bill 2758 will legislate them out of business. This bill 
discourages private enterprise ; it discourages small-business people. You know, 
and I know, that the very foundation of the American way of life is private enter- 
prise and that the phenomenal growth of our country is the results of fair 
and clean competition; the competition resulting from people starting in small 
businesses, investing their own money and labor. surviving and growing as they 
improved the service they had to offer or the article they had to sell. Should our 
legislators permit the passage of a bill that would tend to destroy the American 
way of life? 

There is not a professional group of people in America who have given as much 
in return for the dollars they have received as the nursing home people have given. 
They started, in most instances, with a small amount of money, a desire to serve 
suffering humanity, and two hands that were accustomed to hard work. They 
have reinvested their profit and many of them have modern, well-staffed homes; 
some are still striving for better physical plants and have not reached their goal. 
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I humbly ask that you conscientiously study Senate bill 2758 and I pray that 
you, too, will see the injustice of this legislation. 
Yours very truly, 
Mrs. Oscar YELLOTT, President. 





LICENSED NURSING HOMES ASSOCIATION OF NEW JERSEY, INC., 
Elizabeth 4, N. J., March 27, 1954. 
Hon, ALEXANDER SMITH, 
United States Senate, 
Washington, D. C. 

Dear SENATOR SMITH: The Licensed Nursing Homes Association of New Jer- 
sey is opposed to 8. 2758 principally for the reason that the bill, as it now stands, 
completely ignores private enterprise and attempts to build federally sponsored 
nursing homes in direct competition with the estimated 120 proprietary nursing 
homes that have pioneered the movement in caring for the indigent, aged, and 
chronically ill in New Jersey for the past 20 years without aid or favor by the 
county, State, or Federal Government, 

Nursing-home operators have spent their time, energies, and fortunes to de- 
velop and promote nursing homes throughout our State. Some may have fallen 
by the wayside, but, nevertheless, the greater majority have shown that private 
enterprise can provide for a social service that our statesmen and leaders have 
forsaken for so long a time. Now apparently, in their anxiety to establish 
reforms, the administration casts violently and shockingly aside all basic prin- 
ciples of private enterprise, the very foundations which we all cherish, fight, and 
work for. 

In New Jersey, there are approximately 120 nursing homes with an average 
value of $50,000 per home. We employ nurses, cooks, maids, handymen, and 
pay substantial sums of money in salaries and taxes. The gross volume of busi- 
ness in New Jersey alone is over $10 million per year, distributed to craftsmen, 
carpenters, plumbers, food suppliers, and so forth. 

And now, with one grand swoop, privately owned nursing homes will find it im- 
possible to compete with the nonprofit homes, because S. 2758 encourages the 
creation of the nonprofit group to form and take over, by unfair competition, 
that which private enterprise has created by arduous efforts throughout the 
past years. 

We do not condemn the basic principle of the bill but do condemn the utter 
disregard for the proprietary nursing home. All we request is that the ad- 
ministration encourage private enterprise in the nursing field as it encourages 
nonprofit groups, and that long-term, low-mortgage loans be made available to 
the nursing-home operators. 

In closing, we shouid like to reply to your survey which indicates a shortage 
of nursing home beds. Nursing home operators in the many communities 
throughout New Jersey always had vacancies, and they have them now. In some 
communities, a shortage of beds may exist only for indigent patients, and that is 
because of the inadequate grant the governmental agencies will allow for room, 
board, nursing care, and services. A reevaluation of operating costs and allow- 
ances for the maintennace of welfare patients, would be informative and reflect 
well upon those of us who, in our limited way, have provided nursing care and 
services to indigents at a loss. 

Your survey also indicates that it is less costly to build and operate public or 
nonprofit nursing homes than hospitals, but it should also state that private 
enterprise can build and operate for less than either. 

Respectfully yours, 
Lewis Gasu, President. 


TENNESSEE STATE ASSOCIATION OF NURSING HOMES, 
March 27, 1954. 
Mr. MELVIN SNEED, 
Professional Staff, Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, D.C. 

Dear Mr. SNEED: In conenction with hearings on S. 2758, March 19, 1954, the 
Tennessee State Association of Nursing Homes wishes to enter the following into 
the committee hearing record. 

We oppose that portion of S. 2758 which would make available grants for the 
construction of nonprofit nursing homes for the reasons hereinafter stated. 
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Proprietary nursing homes have performed their services for many years, and 
without Federal aid. We represent an established, tax-paying industry, with an 
investment in this State of some 6 millions of dollars. Under the circumstances, 
we have performed a valuable and essential service, and with the proper support 
and cooperation, could improve this service to meet the requirements of the most 
exacting critic. 

Where there is criticism of the nursing home, it is generally based on charges 
of low standards, and of improper housing. 

While we do not feel there is any justice in a charge of low standards in Ten- 
nessee, we do feel they could be raised, provided the licensing and operating 
standards of the State could be revised, more personnel provided for inspection, 
and laws presently on the books enforced more strictly. Briefly, in order to have 
good standards, there must be laws requiring those standards, frequent inspec- 
tion to see the law is complied with, and rigid enforcement of laws requiring 
licensure as a prerequisite to operate. 

The argument used in connection with the companion bill in the House (H. R. 
§149) that the bill should be passed because of the lack of uniformly high 
standards bas no basis in fact because the proposed measure merely relates to the 
construction of nursing homes, and has no reference or influence upon the stand- 
ards of operation. That is wholly within the field of State legislation, inspec- 
tion and enforcement. 

As for the criticism concerning our housing, we would like to build modern 
plants, but it is most difficult to negotiate financing throngh usual channels, since 
lending firms take the position that ours is a specialized field, and that construc- 
tion would be for a one-purpose building. Therefore, their offering, if at all, is 
usually limited to 50 percent of cost. Just how many fine hospitals would we 
have today if they had to be constructed under similar circumstances? 

One point upon which those sponsoring 8S. 2758 do not dwell is the impact upon 
the present nursing home standards, if this proposed measure were to become law. 
The resulting construction of nonprofit homes would, in our opinion, inevitably 
relegate the proprietary nursing homes to domiciliary institutions, and thus lower 
the standards of our homes. Nursing homes, as we now know them, would cease 
to exist, and their present level of care, which has risen slowly with the years 
through individual and collective effort, would descend into the dark ages of 
poor standards, because of our inability to compete with federally fostered 
institutions. 

There are alternatives to S. 2578 which would provide some measure of assist- 
ance in the four categories, with lesser effect upon our proprietary homes. 

Since the inception of the Hill Burton Act, there have been construction within 
its framework in all four categories. If the act were amended to provide con- 
struction under the auspices of hospitals, but not necessarily physically con- 
nected thereto, then the substance of S. 2578 would be realized. However, in 
the case of nursing homes, such hospital sponsored construction should be only 
for the hospital’s convalescent cases, and not for the chronically ill. This would 
be right and proper, and would relieve the present shortage of hospital beds. 

The other alternative would be to appropriate sums for a survey to cover a 
period of 2 years, and at the same time, pass legislation providing Government 
or Government-insured loans to proprietary homes. We feel that in 2 years we 
could make such progress toward modern housing that it would be clearly seen 
there was no necessity for offering grants to nonprofit institutions. 

Gentlemen, before passing upon this proposed legislation, weigh the doubtful 
benefit to be obtained for our aged ill citizens against the certain devastating 
effect upon the established proprietary home. 

Give us an opportunity, through Government support to continue our services, 
and to improve them. With help, we can and will render the very finest service. 

an GrorcE T. MustTIN, President. 


—— 
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INTERMOUNTAIN ASSOCIATION OF NURSING HOMES, 
Salt Lake City, Utah, March 26, 1954. 
Mr. MELVIN SNEED, 
Professional Staff, Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, D. C. 

Dear Mr. SNEED: This is to inform your committee on the views of the Inter- 
mountain Association of Nursing Homes in Utah concerning Senate bill 2758. 

In the State of Utah, propriety homes have operated 25 years without aid of 
city, county, State or Federal funds. 

We feel that this bill will deny us our inamiable right as a free people to 
enter or continue free enterprise. The inamiable right of a free people as in- 
digents to choose the home in which they shall be cared for. This right which 
wis given to us by our forefathers and our sons are still fighting to preserve, 
will be taken from us. 

In order to give the very best of personalized care in our private homes, we 
have contacted every available organization and individual who is primarily 
concerned with the care and treatment of the indigent as an individual. 

Dr. George A. Spendlove, director of Utah State Department of Health; Bishop 
Joseph L. Writhlin, head of the presiding bishop’s office, Church of Jesus Christ of 
Latter Day Saints; H. C. Shoemaker, commissioner of State public welfare; a 
group of leading physicians and hospitals recommended propriety operated nurs- 
ing homes, because of the excellent care being given the patient and the splendid 
progress and expansion in meeting the growing need in the nursing care of the 
chronically ill. This has been done by propriety operated homes over a period 
of vears without any expense to the taxpayer. 

Adiel F. Stewart, chairman of the Salt Lake County Commission, made the 
assertion that it cost $12, or more per day to keep a patient in the infirmary 
maintained by the State. Private enterprise is giving the care for $3.34 per day 
in this State; a difference to the taxpayer of $8.66 per patient. We as taxpayers 
alone certainly are interested in the fact that these figures bare out our conten- 
tion that propriety homes can and should be allowed to operate without com- 
petition from the Government. It is a well known fact that propriety operated 
homes do operate at less expense and give much better care to the indigent. 

At present, in the State of Utah, we have to our knowledge three nonprofit 
nursing homes which we have visited. One administrator asserted that it 
is impossible for them to care for an indigent at the present rate of pay. 

Nonprofit homes do not accept difficult nursing care patients. 

We are presenting figures we feel you will be interested in. 

In the year of 1939 there were 36 homes and no licensing laws. Today there 
are 70 licensed homes. 

Nursing homes were first regulated under the 1947 hospital act. Licenses were 
being issued by the State health and welfare departments. 

In 1951, Utah was the first State in the Union to pass legislation formulated 
by nursing home administrators for the purpose of governing nursing homes, 
making it possible for city, county, State health and sanitation inspections. The 
administrators licensing agent is under the office of business regulation. In 
1953, Utah administrators passed legislation to remove nursing home licensing 
from the hospital act of 1947, placing it under the State department of public 
health. All future administrators are required to pass a written test before 
securing business administrators appointed by the governor. 

Under this law the governor appointed a governing council consistig of five 
represetatives. Two of whom are nursing home administrators with more than 
5 years experience. This council is to form and approve all rules and standards 
regulating nursing homes. Because of this law, nursing home administrators 
were placed on a professional basis. 

We feel the Government could best serve the chronically ill by increasing their 
individual grant, thus giving the propriety administrators the opportunity to 
expand as needed. 

The total bed capacity is 1,560 with homes having vacancies at this time. Of 
this number approximately 500 are indigents. 

There are recreational facilities for the entertainment of those able to enjoy 
it. There has always been a rehabilitation program in effect in propriety nursing 
homes. 

Yours truly, 
NaoMr Brooks, President. 
JEAN SINcLAIR, Vice President, 
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LOUISIANA ASSOCIATION OF LICENSED NURSING HOMEs, 
Lake Charles, La., March 29, 1954. 
Tion. MELVIN SNEED, 
Professional Staff, Senate Committee on Labor and Public Welfare, 
Capitol Building, Washington, PD. C. 

Dear Sir: Attached hereto is a statement of facts and statistics as concerns 
the State of Louisiana and reasons why the Louisiana Association of Licensed 
Nursing Homes feels that it should oppose certain phases and features of Senate 
bill S. 2758. 

It is also felt that the suggestions incorporated could be of infinite more benefit 
in solving a perplexing problem. 

We are appreciative of the committee’s generosity in allowing our organization 
to submit such a brief for their consideration. 

Respectfully, 
Mrs. Epitrn THompson, President. 


ARGUMENT AGAINST CREATION OF NONPROFIT NURSING AND CONVALESCENT 
HOME FACILITIES 


The following pertinent facts and statistics are submitted for consideration, if 
effective care of the aged, infirm, and chronically ill is to be achieved in Louisiana 
with the least amount of Fe leral funds expended: 

1. Louisiana has at the present time 12 Hill-Burton hospitals. The percentage 
of occupancy on an average during the past 12 months has run 65 to 70 percent 
full. 

2. In both nonprofit and profit hospitals and private homes the total occupancy 
has been approvimately only 85 percent. 

8. Ninety-eight percent of the Louisiana Welfare Department’s patients have 
been placed in private nursing homes, rather than nonprofit homes. Reason: 
Nonprofit homes and hospitals refuse to take welfare patients for the fee allow- 
able. 

4. The provision to provide Federal funds for the creation of nonprofit nursing 
and convalescent home facilities will completely and irrevocably eliminate a 
phase of “free enterprise,” and such funds will serve only to duplicate (at 
unnecessary expense) existing facilities which are more than adequate. 

5. Such a provision as contemplated in Senate bill S. 2758 will cost both the 
Federal and State Governments large amounts of revenue in taxes collected 
from private nursing homes. 

6. No revenue in the form of Federal and State taxes will be available from 
tax-free nonprofit hospitals and nursing homes. 

In conclusion, from an economic standpoint it would appear that an amend- 
ment to Senate bill S—2758, eliminating the providing of Federal funds for the 
creation of nonprofit nursing and convalescent homes and substituting a pro- 
vision enabling private nursing homes to secure long term, low interest rate loans 
for purposes of remodeling existing facilities and the building of new homes 
when needed, would be of greater benefit to the public welfare. 

Both from a tax standpoint and the forestalling of unnecessary expense plus 
the aid and comfort to private enterprise, it is respectfully suggested that 
the above points of argument be given careful and detailed consideration. 





Mrissourr ASSOCIATION OF LICENSED NURSING HOMEs, 
Marcu 29, 1954. 
Mr. MELVIN SNEEp, 
Professor Staff, Senate Committee, Labor and Public Welfare, 
Capitol Building, Washington, D. C. 

YENTLEMEN OF THE COMMITTEE: The Missouri Association of Licensed Nursing 
Homes, being an affiliate member State of the American Association of Nursing 
Homes, herewith wishes to protest the portion of Senate bill S—2758; the pro- 
vision to provide Federal funds for the creation of nonprofit nursing homes. 

There are 320 licensed nursing homes in the State of Missouri with 9,560 beds, 
as of March 15,1954. With these facilities we have been caring for the aged and 
indigent in this State for many years without any assistance of funds from the 
State, county, city, or Federal Government in any amount of funds above the 
grant of $55 maximum payment of the old-age assistance grant in this State. 

There is no shortage of chronic beds in this State and no need for nonprofit 
hursing homes unless those nonprofit nursing homes would be obligated to take 
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only the indigent and the $55 a month bed-patient. It is of course obvious that 
in this day and age, that an elderly person can barely get food and shelter for 
$55 a month, let alone food, shelter, nursing care, physician, medicines, and 
laundry—all for $55 a month—which is expected of the nursing home in this 
State. 

We feel that if the nonprofit nursing home would care for the aged and indigent 
in this class of patient, then that would be a wonderful way of caring for our 
aged and indigent, but when nonprofit homes hide under the guise of “nonprofit” 
and take paying patients at $100, $150 and more, per month, then they are no 
more nonprofit than we private enterprise nursing homes are, especially so when 
we are caring for the indigent of the State for $55 per month. 

So we are violently against this sort of socialized medicine, and the discrimi- 
nation against private enterprise by our President and Congress, if such a bill 
is passed; a definite threat to private enterprise and to the proprietory nursing 
home who has been doing this job for so many years. 

All we are asking for is a fair deal. When the Missouri association, along 
with 29 other State associations, appeared before the Interstate and Foreign 
Commerce Committee, through our representative of the American Association 
of Nursing Homes, in hearings on H. R. 7341 (which was replaced by H. R. 8149), 
Mr. Wolverton went on record at the hearing to say that he would amend his 
bill H. R. 7700 to inelude private enterprise nursing homes in the bill which 
provides long-term low-interest, guaranteed loans to small business. 

This would be a step in the rieht direction. If the tremendous amount of 
money called for in Senate bill 2758 was put into such a bill as H. R. 7700 appears 
to be, if amended, and made available to profit and nonprofit alike, we feel that 
the private nursing homes would improve tremendously, and immediately upon 
loans being made available to them, and there would be no need for the expendi- 
ture of granting money for creation of nonprofit nursing homes. 

The department of health, education, and welfare has made the statement 
that there is a great need for nursing homes because there are only some 9,000 
in the United States. This statement is not quite true for in the 30 States that 
belong to the American Association we have approximately 20,000 nursing homes, 
not counting those of the other 18 States. 

Many of us have spent our lives in this field of caring for the aged in nursing 
homes, and we have thousands of dollars invested in our businesses. We feel 
that we have been doing a public service for years and aiding the national 
economy at the same time with our taxes and by providing employement for 
thousands of people. 

We have a real and human interest in the older folks we take care of in our 
homes. We try to make it a home and not an “institution.” Truly our homes 
are “a home in which to live; something to do; and someone to care.” 

Thank you for the courtesy offered each State, through our American Asso- 
ciation of Nursing Homes, and we sincerely hope and pray that you will give 
due consideration to the facts presented by each State in this matter. 

Yours respectfully, 
Donn C. BENNETT, President. 





KANSAS ASSOCIATION OF LICENSED NuRsSING Homes, INC., 
March 28, 1954. 
SUBCOMMITTEE ON LABOR AND PUBLIC WELFARE, 
United States Senate, 
Washington, D. C. 


JENTLEMEN : We feel it pertinent to establish for the committee the authority 
with which we make the statements to follow in this report. 

First, membership in this association is open to all licensed nursing homes 
in the State of Kansas, profit or nonprofit. Therefore it is not composed of a 
selected group who might be subject to certain prejudices or feelings of bias. 
Secondly, the statistics quoted in this report have been obtained directly from 
the Kansas State Department of Social Welfare, which is the agency in this 
State charged with the direct responsibility of licensing such homes. (Tech- 
nically we are licensed as “boarding homes for adults,” but we prefer to call 
ourselves “nursing homes,” since the provision of nursing service is our primary 
functions.) Further, the department of social welfare has authorized us to make 
certain statements herein, and will verify them if they are contacted by your 
committee. 
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The primary purpose of this report is to establish the fact that private enter- 
prise has and will continue to provide sufficient and adequate facilities for the 
nursing care of the chronically ill and infirm of the State of Kansas, and that 
there is no necessity for the subsidization of nonprofit homes by the Federal 
Government through grants for construction of such homes. In fact, we feel 
it quite unfair to take the tax money paid by the nursing homes of the Nation, 
give it to nonprofit homes which will be in direct competition with the privately 
owned nursing home, then have no opportunity to gather taxes from the newly 
established nonprofit homes. We feel that this is somewhat like killing the 
goose that lays the golden eggs. 

On February 28, 1953, there were 365 homes in the State of Kansas providing 
beds for 3,987 patients. On the same date, 1954, there were 444 homes with 
5,460 beds. This represents an increase of 21.6 percent in number of homes and 
an increase of 36.9 percent in number of beds during this past year alone. Dur- 
ing this period there was a lesser increase in number of persons needing our 
service than increase in beds provided, indicating that private enterprise is 
anticipating and meeting the needs as they occur. 

On the basis of the above statements we feel that we, the proprietary homes 
of the State, have adequately provided for the needs of the chronically ill in this 
State. At the rate of increase shown in the past year alone, it is certain that 
we can continue to do so. As for the opinion of the licensing agency with refer- 
ence to the necessity for beds, may we quote Mrs. Loudell Frazier, supervisor, 
adult boarding home program, division of public assistance, State department of 
social welfare, 801 Harrison, Topeka, Kans., who states, “I hesitate to state that 
there is a need for more beds in boarding homes in Kansas. I do not feel that 
Kansas has reached the saturation point in this regard, where the number of 
patients exceeds the number of beds available.” 

We wish to further point out that the 5,460 beds in the State of Kansas repre- 
sent approximately $514 million in investment. This amount of property repre- 
sents a considerable return to the Government at various levels in taxes, both 
property and income. In addition the cost per bed is about one-eighth of the 
amount per bed estimated by Mrs. Hobby in her testimony before the House Com- 
mittee on Interstate and Foreign Commerce which has previously considered the 
companion bill to the one your committee has under consideration. Further, the 
rates presently paid to proprietary homes for the care of the chronically ill who 
are receiving welfare assistance is equal to or less than that estimated in testi- 
mony submitted to this same House committee previously. 

If Mrs. Hobby’s figure of $8,000 per bed for new construction is correct, it 
would require over $43,500,000 to replace the existing nursing-home beds in 
Kansas alone. This does not take into consideration any increase over present 
needs; and, according to all surveys available, such increase will occur at a 
geometrically progressive rate. 

We feel that this action providing such grants to nonprofit homes is based upon 
need as indicated by figures, percentages, and estimates that are definitely in 
error. We think, rather than provide funds for such homes when no one knows 
definitely how badly they are needed, that a survey should predeed the establish- 
ment of such grants. For example, Mrs. Hobby, when appearing before the 
above-mentioned House committee, used the figure “9,000” with reference to the 
number of nursing homes in the Nation, whereas even the 1950 census indicates 
over 11,000. When the State officials of our various States are not positive of the 
exact needs, the lack of information on the Federal level must of necessity be 
even more extensive. The process of taking a survey first, then basing additional 
legislation upon the results of the survey, seems to us a more logical procedure 
than to propose grants and include a sum in the bill for a survey to be made to 
determine the need for the grants. We are certain that once these grants have 
been authorized some agency will find a means of expending the funds. 

Therefore, we feel that the Federal sponsorship of nonprofit nursing homes 
will merely be an additional load upon the taxpayer, that it will use the taxes of 
the privately owned home to establish nonprofit homes in direct competition 
with it, that it will provide no service at a lesser rate to the public, that it will 
provide no service that is at present needed. Further, the cost of construction 
at governmentally estimated rates would be substantially in excess of the pres- 
ent cost, which is borne entirely by private industry, at no cost to the Govern- 
ment. 

As to the adequacy of care in the presently existing homes, may we point out 
that our State officials have informed us that there has been an approximate 
75-percent improvement in nursing-home standards since the formation of our 
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association and its subsequent participation in drafting of regulations, self- 
improvement programs, ete. Since the association represents virtually all pri- 
vate establishments, this is a further indication of the better results obtained 
when private industry functions with rather than under Government. 

The proprietary operators of Kansas, through their association, have, since 
the formation of the association 3 years ago, conducted 4 training institutes for 
operators; developed and distributed the first correspondence course in nursing- 
home operation in the Nation; established Nursing Home Day, declared each 
year by the Governor of Kansas to acquaint the public with the nursing home, 
its service to the community, the community’s need for these services, and to 
make such operation respected and appreciated; and inspired many reforms in 
adm‘nistration and operation of nursing homes and nursing-home laws in 
Kansas. 

We feel that the passage of this bill will have a definitely destructive effect 
upon the self-improvement programs presently engaged in by private operators 
because the incentive to improve standards of care and expand facilities will 
have been removed. The reason is simply that the private operator will feel the 
futility of such further effort on his part, realizing that it will be only a matter 
of time until the nonprofit homes engulf the field. Since legislative wheels 
grind slowly and it will take a period of time to establish these proposed non- 
profit homes, there will occur a considerable number of years durin: which 
facilities will definitely not meet the need because of failure of private industry 
to expand, since it anticipates extinction in the field. In Kansas alone, even on 
a grant basis, Congress could not appropriate enough funds to replace and 
expand, to meet needs, the beds presently provided by private enterprise when 
the private operator abandons the field in the face of forthcoming federally 
subsidized competition. 

We hope the foregoing material will be of assistance to you in your delibera- 
tions. Please feel free to call upon us for any information or assistance we may 
be able to provide. 

Respectfully submitted. 

ESTeLite C,. BIFFER, President. 

Senator Hix. Is the gentleman through ? 

Senator Gotpwarer. Are you through? 

Mr. Muse. I am through. 

Senator Hitz. In that connection, Mr. Chairman, Mr. Edmund F. 
Jacobs, executive secretary of the Washington Association of Licensed 
Nursing Homes, was in to see me a few days ago, and I know that he 
was also seeking to see the chairman of the subcommittee, Senator 
Purtell. I don’t know whether he saw Senator Purtell or not, but 
I know he was seeking to see Senator Purtell, and I suggested to him 
that he might send me a wire or a letter expressing his views. I have 
that wire here, together with several other wires on this very subject 
of the nursing homes, which I would like to put in the record at this 
point. 

Senator Gotpwater. They will be received. 

(The telegrams referred to are as follows:) 


PUYALLUP, Wasu., March 18, 1954. 
Senator Lister HItt, 


Labor and Public Welfare Committee, Washington, D. C.: 


Am setting forth herewith results of recent survey of nursing-home facilities, 
State of Washington, per your oral request on my recent visit your office. Of 
8,197 beds licensed by Washington State, 5,126 belong to association, presently 
559 association beds empty ; 1,681 additional association beds under construction 
or awaiting approval of plans. Figure does not include potential new entrants 
into field. Forty-eight-bed fireproof modern State-approved convalescent class 1 
home recently opened at cost of $2,200 per bed. Nineteen patients transferred 
directly from general hospital, Kitsap County, to this new home where care 
given at cost of $6 per day. We find no need for additional nursing-home beds 
in our State that cannot be met by our industry. We feel Senate bill 2758 is 
definite threat to private industry. 

Epmvunp F. Jacons, 
Executive Secretary, Washington Association of Licensed Nursing Homes. 
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SEATTLE, WAsH., March 18, 1954. 
Senator Lister HI11, 
Labor and Public Welfare, Washington, D. C.: 
Senate bill 2758, we feel, is detrimental to private industry. A survey in 
Washington State shows apprcximately 800 to 1,000 available beds today for the 
convalescent and chronically ill and senile patients in licensed nursing homes. 


ETHEL May Hitt, R. N.. 
Hill Convalescence Home. 


SEATTLE, WASH., March 19, 1954. 
Senator Lister Him, 
Labor and Public Welfare, 
Capitol Building, Washington, D. C. 


Senate bill 2758 lets be fair to private enterprise. We all ready have vacant 
beds in our licensed nursing home. 
Mrs. Joun C. HEwIrt. 


SEATTLE, WAsH., March 19, 1954. 
Senator Lister H11, 
Labor and Public Welfare, 
Capitol Building, Washington, D. C. 
Senate bill 2758 due to adequate space in licensed nursing homes in the State 
of Washington I feel this bill should be vetoed. 
NorMA SHANE, 
Sunset Manor Sanitarium. 


SEATTLE, WASH., March 19, 1954. 
Senator Lister HILx: 


I am definitely opposed to Senate bill 2758 subsidizing State resthomes, a 
glorified name for back to the poor farm speaking for State of Washington, 
statistics show hundreds of vacant beds, no shortage of space. If this is a 
genuine do good appropriation why not divert these millions to improving penal 
institutions where the need is desperate. Privately owned nursing homes are 
doing a good job at less expense to the taxpayer. If the resthome patients voted 
on this bill the answer would be “No.” The resthome owner pays for their 
own buildings at no expense to the taxpayer. This bill has not received the time 
for statistical investigation it needs and the general public knows nothing of 
its signifiiance. If the taxpayer is to get any relief from the burden he is now 
earr)ing such expenditure as this bill proposes will not find favor when the 
real facts are disclosed. Your earnest consideration is requested. 

VicToRIA GARDNER, 
Member, King County Nursing Home Association. 





SPoKANE, WASH., March 17, 1954. 
Lucia Forp Murpnry, 
Hotel Shoreham: 


Review Colfax, Wash., February 27. Hillcrest may be replaced with a new 
$165,000 50-bed nursing home within the next 16 months. County commissioners 
met with State officials in Seattle last week and learned that the county may 
legally rebuild Hillcrest with assurance that the State will use its facilities and 
underwrite operating expenses. Chairman Bell pointed out that Dr. Kahl, acting 
State director, suggested Whitman County raze the old structure and build a 
new 50-bed nursing home at a cost of $165,000, the commissioners would operate 
it on a separate fund set aside for this purpose. Plans and estimate for the 
building construction will be discussed by commissioners March 8, when Phillip 
Austin head of State planning section visits the present Hillcrest site, a possi- 
bility of the county obtaining Federal money to aid in the construction lies in 
the faith of a $10 million appropriation now, Bell exclaimed. 

The money would be given to the county on a 50-50 basis under the Hill- 
Burton Act. If we decide definitely to go ahead with the construction the money 
will have to be budgeted this July and become available next January. He 
explained that the construction would not require any special tax levies since 
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the county has surplus funds. County patients would have priority at Hillcrest 
but paying patients would also be accepted. 

A letter dated March 12, Thor C. Tollefson, “This measure contains numerous 
provisions including the one dealing with nursing institutions. There was no real 
opportunity while the bill was on the floor to delete this particular provison. 
It is my understanding that an effort will be made to do so on the Senate side. 
I am well aware of the excellent job that the private nursing homes are doing 
in the State of Washington, most certainly it is hoped that nothing which Con- 


gress does will deprive them of the opportunity to continue rendering their fine 
service.” 


Rosert G. AVEY. 


Senator Hix. Now, Mr. Muse, I want to ask this question: The 
nursing homes in the several States are subject to standards set by 
your State governments or State health authorities or some State 
agency, whatever that might be, are they not? 

Mr. Muse. Mr. Chairman, up until about 10 years ago there were 
very few States with licensing laws. The overwhelming number of 
the States that now have licensing laws have come into effect with 
these laws within the last 5 to 7 years, and where they are set up, as 
I pointed out from the statement made by Mr. George Mustin, there 
is much to be desired, and we admit it, and we are working with our 
various State Government authorities in order to make these licensing 
laws more rigid. 

Senator Hix. Practically all of them have some license law? 

Mr. Mose. Every State except North Carolina. 

Senator Hiri. Even though some of the laws and standards maybe 
should be raised—and you, yourself, favor raising those standards— 
the fact remains, with the exception of North Carolina, all the other 
of the 48 States have licensing laws; is that right, sir? 

Mr. Muse. That is right. 

Senator Hixx. I was interested in your testimony about the cost— 
some $2,000—in the bid or offer you had from the architect in Memphis, 
Tenn., which, of course, could be reduced down to $1,600. 

Mr. Muse. In that regard, Mr. Chairman, if I may, I should like 
to ask Mr. George Mustin, if he could take a minute, to comment on 
that—he is here from Memphis, Tenn.—and explain that. 

Senator Gotpwater. Certainly. 

Senator Hitu. That might be interesting. 

Mr. Muse. Mr. Mustin. 

Senator Gotpwarer. It is a very interesting point to me because I 
raised the same question the other day. 

Senator Hiri. The gentleman raised the question the other day. 

Senator GotpwaTer. $8,000 seems a little high per bed. 

Mr. Mustin. 


STATEMENT OF GEORGE T. MUSTIN, SECRETARY, AMERICAN 
ASSOCIATION OF NURSING HOMES 


Mr. Mustin. Mr. Chairman and gentlemen, here are complete archi- 
tect plans as prepared for the contractors to cover a 66-bed institution 
in the city of Memphis. 

These plans are of my own design and the architect merely imple- 
mented them with the usual draftsmanship, and so forth, and, of 
course, incorporating such architectural changes as were needed, but 
they represent my conception of what would constitute a nursing home 
as a result of my 13 years of service in the profession. 
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As I said, it would take care of 66 people, and there are complete 
facilities for cooking, laundry, and so forth. 

Senator Hi. You mean you have a laundry now in the building? 

Mr. Mustin. Yes, sir. It would be a one-story buildings, and there 
would be laundry facilities in the building and, of course, facilities 
for congregating, and so forth. 

The general construction bid was $62,475; the plumbing, $11,191; 
heating, $7,600; wiring, $7,228—the total construction cost, $88,492. 

Now, of course, there are other costs in addition to that. For 
example, the cost of the land, the cost of the performance bond to 
see that the work was completed, and the cost of the plans. That 
raised the total cost for the building, complete, except for equip- 
ment, to $105,576 92, which is approximately $1,600 per bed; and 
I estimate that it would cost about $400 per bed to fully and com- 
pletely equip it, which would make it cost about $2,000 per bed in 
my community, and I would say those figures would obtain prac- 
tically anywhere in the South. 

Now, of course, in areas where the cost might be higher, the cost 
might run up as high as $2,500 per bed, complete, but certainly I 
can’t see where it would ever cost $8,000 per bed. 

If I may venture a personal opinion, for a long time it has been 
considered that the cost of building hospitals were $16,000 per bed, 
and I think somebody just cut that figure practically half in two 
without doing any practical work, which I have done here. 

Senator Hitt. What would be the nature of that construction, 
may I ask? 

Senator Gotpwarter. Yes. 

Senator Hit. Would it be a frame building? 

Mr. Mustrin. No, sir. It would not be a frame building. 

Senator Hirt. A brick building? 

Mr. Moustrin. It would be a block, sir. 

Would you like to see it ? 

Senator Gotuwater. Do you have the specifications? 

Mr. Mustin. Yes, sir; I have the specifications. 

Senator Gorpwarer. I think it would be proper to include the 
specifications in the record at this time. 

We can’t put the plans in; but if you have the specifications there, 
we can put those in. 

Mr. Mustin. Yes. sir. 

(The specifications referred to are as follows :) 


ScHEDULE 


1. Plans 
2. General conditions 
3. Matters of constructional relationship 


~ 


Inspection and testing of materials 
Bonds, insurance, permits, ete. 
Alterations 
Commencement of work 
Excavations 
Foundations 
Other concrete work 
. Brick and mortar 
. Concrete blocks 
Tilework 
. Iron and steel work 
15. Carpentry 
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16. Grounds, furring, and lathing 

17. Plastering 

18. Exterior woodwork 

19. Roof sheathing 

20. Window frames and sash and glazing 
21. Roof 

22. Interior woodwork 

23. Closets, doors, ete. 

24. Flooring 

25. Stairs 

26. Exterior painting 

27. Interior painting 

28. Hardware 

29. Metalwork 

30. Electric wiring 

31. Screens 

32. Weatherstrips and caulking 

33. Insulation and soundproofing 

34. Accessories 

35. Linoleum 

86. Attic fans 

387. Stove hood 

88. Toilet room and utility room vents 
39. Plumbing, heating, and electric work 
40. Addenda 


SPECIFICATIONS FOR A NURSING FIOME FOR GrorGE T. MUSTIN, IN ACCORDANCE WITH 
PLANS AND SPECIFICATIONS PREPARED BY POLK W. AGEE & PoLK W. AGERE, JR., 
ARCHITECTS, MEMPHIS, TENN. 


1. PLANS 


The plans are to be to a scale of one-quarter inch equals 1 foot and details to 
scale as marked on same. The size of all compartments, etc. are figured on 
the plans and where figures appear on drawings, they will preside over the scale 
of the drawing. If any discrepancies appear in plans, the same shall be im- 
mediately reported to the architect for correction. 


2. GENERAL CONDITIONS 


The contractor is to furnish all materials and all labor. The contractor is to 
superintend all work and to completely execute his contract in a good and sound, 
workmanlike manner. All to be in accordance with the specifications and draw- 
ings and explanations thereon, described and implied, or incident thereto, al- 
though not specifically stated or described by the drawings and specifications. 
Plumbing, heating, and wiring shall be let under separate contracts. 


3. MATTERS OF CONSTRUCTIONAL RELATIONSHIP 


It is understood that these specifications are governed entirely by the general 
conditions of contract of the A. I. A. documents, pages 1 to 10, inclusive. The 
documents thoroughly explain the relationship between the contractor, archi- 
tect, and owner, and both the contractor and the owner should familiarize them- 
selves with same. 

All work performed shall meet with the requirements of the building and zoning 
ordinances of the city of Memphis, Tenn. 


4. INSPECTION AND TESTING OF MATERIALS 


It is understood that all materials delivered on the job are subject to the in- 
spection and test as the FHA and the architect see fit, and the contractor shall, 


at any time he is called upon, deliver a satisfactory test on any materials need- 
ing testing. 


5. BONDS, INSURANCE, PERMITS, ETC. 


The general contractor will be required to furnish all necessary permits, he 


will be required to furnish an approved surety bond, owner to pay for the cost 
of the bond. 
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The contractor will keep the owner informed as to the amount of fire and tor- 
nado insurance to carry as the work progresses. 
The contractor is to carry liability insurance and workman’s compensation, 





6. ALTERATIONS 


It is further understood that the owner may have the right to make any 
changes, alterations, additions, or omissions during the progress of the work 
that he may find necessary and the same shall be acceded to and carried into 
effect by the contractor, without in any way violating or invalidating the con- 
tract. The charges on all changes shall be agreed upon before the work is done 
and a written record made of same. 


7. COMMENCEMENT OF WORK 


All work shall be commenced as soon as possible, after being awarded and 
pushed as fast as good construction will permit, to the end that the building will 
be enclosed and completed as soon as possible. 


8, EXCAVATIONS 


Do all excavating necessary for footings, foundations, piers, flues, etc., to the 
size and depth called for on plans. Make all excavated portions plumb and 
straight so as to give equal b_aring for footings. Dirt from excavations to be 
used for filling in around walls. Any excess dirt shall be used for filling under 
slabs as may be directed, or removed from premises entirely. Tamp in all fills, 
using water freely and fill with 4 inches of gravel and pure clay. See founda- 


tion sections. 
9. FOUNDATIONS 


Excavate to proper depth as shown on plans for all footing bearings and grade 
beams. Build all footings as noted, to the thickness and size as called for on 
plans, out of concrete, and thoroughly mix same, in the proportions of port- 
land cement 1 part, sharp river sand 3 parts, and washed gravel 5 parts. Founda- 
tion walls to be concrete block as shown on plans. Where brick veneer occurs, 
tie to concrete blocks with approved wall ties every fifth course vertically and 
18 inches horizontally. 


10. OTHER CONCRETE WORK AND STUCCO 


Concrete mix to be same as specified for foundations. 

Lay concrete floor slabs reinforced with 6 inches by 6 inches mesh 10-gage wire, 
as noted on plans and steel troweled to a smooth level hard surface free from 
any foreign matter. Use same mix as in foundations. Lay %-inch concrete 
grouting for tile floors in baths, where shown on plans, reinforced with C. C. 
10-10 wire. Lay concrete floors for front, side, and rear porches as shown, 4 
inches thick. 

Pour concrete steps as shown with footing and tie to foundation wall with rein- 
forcing where necessary. 

Lay walk as shown on plot plan, 4 inches thick with %-inch top coat of 1 part 
cement, 2 parts sand. 

Exterior of foundation walls to be given a float finish of 44-inch portland-cement 
stucco; sand finish. Front-porch gable to be finished in smooth stucco, 1 to 3 
mix. See Porch plate detail. 


11. BRICK AND MORTAR 


All brick shall be hard face brick, the joints of outside exposed portions of 
brickwork shall be flush joints. Fill all voids with mortar. : 

Flues to be built of common brick to roof line and face brick above. Line flues 
with terra cotta flue lining. All flues to have 16- by 16-inch terra cotta flue 


lining, extending from bottom to top of same. 

Allow $40 per thousand for face brick for exterior walls as shown on plans, 
tie to concrete blocks as noted in paragraph No. 9. 

Lay all brick in Brixment mortar, mixed according to manufacturer's 
directions. 

All brick shall be wetted down before laying in hot weather. Brick shall be 
cleaned to satisfaction of Gwner and architect. 





TRIE RUBS. tt MM aia 


aan. Me 


~ asce, httes 


A REIN Yo co OME a 











we 


sche Henle 0s aera A eat 6 se 


PRESIDENT’S HEALTH RECOMMENDATIONS 211 


12. CONCRETE BLOCKS 


Concrete blocks to be 8 by 12 by 8 inches, 8 by 12 by 6 inches, and 12 by 12 by 8 
inches. Lay in Brixment mortar or equal. Paint exterior of concrete block 
wall with approved waterproof paint, two coats; color as selected. 


13. TILE WORK 


Lay in bathrooms basket-weave pattern tile for floors and 4-inch title sanitary 
cove base. Lay all tile for finish work in white Atlas cement for baths and 
showers. Shower stalls and bathtub closures to be 4- by 4-inches ceramic tile. 
All work to be cleaned upon completion. 


14, IRON AND STEEL WORK 


Furnish and set steel lintels, where brick occurs above openings, same to have 
6-inch bearings. Furnish all reinforcing of all concrete floors with 6- by 6-inch 
10-gage-wire mesh. Furnish all necessary steel and iron work as shown on plans. 
aint iron and steel work one coat of black graphite. 

Furnish bolts for bolting outside plates to foundation wall. 


15. CARPENTRY 


All framing lumber to be No. 2 yellow pine. 

All trimmers of double joist to be spiked together. 

All headers to be triple joists. 

Ceiling joists to be 2 by 8 inches, 16 inches on centers. 

Plates, 2 by 4 inches doubled. 

Foot plates, 2 by 4 inches. 

All studdings to be 2 by 4 inches, 16 inches on center ; 2- by 6-inch studs shall 
be used for walls carrying 4-inch vent pipes. 

Cross bridging to be 1 by 3 inches, 1 double row to each set of ceiling joists. 
Bridging to be well nailed to both ends with 8-penny nails. 

Hip rafters to be 2 by 10 inches, well secured in place. Rafters to be 2 by 8 
inches, 16 inches on center, well braced and supported. See plans for spacing. 

Wind beams, 2 by 6 inches, well braced to rafters, 48 inches on center. 

Notre.—See wall sections and porch plate sections. 


16. GROUNDS, FURRING, AND LATHING 


Put in necessary grounds % by 1% inches for inside finish to be nailed to, 
These grounds to be put up straight and true, and to be well nailed to the studding, 
to be put on for all finish for plaster line; to be properly put on to receive all 
interior finish of every description. 

Lath al! interior stud walls, masonry walls, and ceilings with rock lath, put 
on according to manufacturer’s directions. Furr down ceilings where needed 
for cabinets, etc. 


17. PLASTERING 


Plaster all lathed surfaces with Ivory, Gold Seal, United States Gypsum, or 
Acme plaster, 3-coat work, finish coat troweled to a white Acme finish. Place 
Keene’s cement wainscot in rooms 2, 3, and 4, wainscot 42 inches high with wood 
mold at top and also in baths. Put on metal corner beads on all outside plaster 
corners and a strip of metal lath at the intersection of all inside plaster corners 


and corners of window opening returns. All plaster surfaces to be rodded. 
Remove debris from premises upon completion. 


18. EXTERIOR WOODWORK 


All exterior woodwork to be C grade yellow pine except as noted otherwise. 


19. ROOF SHEATHING 


Roof sheathing to be No. 2 yellow pine—1 by 8 inches nailed with two 8-penny 
nails to each timber crossed. Lay 450 square feet of 1- by 8-inch No. 2 yellow 


pine floor in attic at head of attic stair. Lay a.30-inch catwalk of 1- by 8-inch 
boards continuous through attic. 
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20. WINDOW FRAMES AND SASH AND GLAZING 


See window schedule. 

All sash to be of APCO aluminum installed complete with all necessary hard- 
ware and glazed with B quality or better flat drawn glass, puttied securely in 
place. All aluminum sash to come with prefitted screens. See screens. 


Alternate for white pine windows. See window schedule. 


21. ROOF 


Cover the entire roof with Carey’s, Flintkote, Johns-Manville or equal asphait 
shingles, 210 pound, 3 to strip, put on according to manufacturer’s directions, 
Lay 15-pound building paper on sheathing before laying shingles. Flash where 
necessary With 26-gage galvanized iron. Color or blend of shingles selected by 
owner. 

Roof valleys shall be lined with 85 pound slate-coated cap sheets, using a 12- 
inch strip on bottom and a 20-inch strip on top. 


22. INTERIOR WOODWORK 


All interior woodwork to be yellow pine B grade, Dierks or equal. All mill- 
work to he well seasoned and all nails properly set. All interior finish to be free 
from defects, blemishes, etc., and hammer marks. 

All interior trim to be as indicated on details. Put up shelves in all closets 
as required by drawings. Construct all cabinets as indicated on drawings. Put 
picture mould in corridor No. 1, vestibule and reception room. Install wainscot 
mould in kitchens. 

All casings, window stools, aprons, to be detailed. 

All interior finish to be sandpapered smooth by carpenter before finish is 
applied. 


23. CLOSETS, DOORS, ETC. 


Wardrobe closets to be furnished by owner. 

All exterior doors to have cylinder locks and night latches with 3 butts and 
doorcheck closers (and bathroom doors). All exterior doors except service 
comdor to have push guards. All double-acting doors to have floor hinges and 
push plates. 

All interior doors to be hung with 2 pairs of butts and to have 3-tumbler 
mortise locks and neat knobs and trimmings. All interior doors to have door 
bumpers. Bathroom doors to lock on inside, but with key to unlock on outside, 
also for men and ladies public toilet. 

Master key all exterior doors. 

Master key all bedroom doors. 


24. FLOORING 


See room-finish schedule for floors. 

All asphalt tile shall be 9- by 9- by %¢-inch Johns-Manville, Armstrong’s, or 
equal, laid according to manufacturer’s directions. Patterns selected by owner. 

All ceramic tile to be laid in first-class manner; 4- by 4-inch tile for showers 
and tub closures. Basket weave pattern or similar for floors. 

Clean all floors in a satisfactory manner upon completion. 


25. STAIRS 


Install Bessler or equal disappearing stairs 30 inches wide as shown on plans. 


26. EXTERIOR PAINTING 


All exterior woodwork to be painted three coats of Sherwin-Williams or Pitts- 
burgh best exterior paint, color as selected, or equal paint. 

Putty all nailholes and cracks after first coat. 

Clean paint from windows, hardware, etc., upon completion. 


27. INTERIOR PAINTING AND DECORATING 


All woodwork in workshop, boilerroom, and laundry same as exterior painting; 
three coats. 
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All other interior woodwork painted 8 coats, 2 coats of flat and 1 coat of 
enamel, semigloss. For last coat in bathrooms, diet kitchens, utility rooms, 
ladies’ and men’s toilets use high-gloss enamel. 

Walls and ceilings of all baths, toilets, diet kitchen, and utility rooms painted 
1 coat of primer-sealer, 1 coat of flat, and 1 coat of high-gloss enamel. 

All other interior walls and ceilings, except workshop and boilerroom, to be 
painted two coats of rubber-base interior wall paint. 

Use Sherwin-Williams, Pittsburgh, or equal paints. 

All painting to be done in a satisfactory manner. All nailholes puttied, and 
paint cleaned from windows, hardware, etc. 


28. HARDWARE 


Allow the sum of $800 for finsh hardware to be set by contractor. 


29. METALWORK 


Install 36- by 36-inch galvanized-iron louvre with manually operated shutter 
in boiler room. 

All galvanized-iron work painted 1 coat of aluminum paint and 2 coats of lead 
and oil, colors are selected. Iron and steel to be given one coat of black graphite, 

Install approved galvanized-iron vent for hot-water tank in laundry. 

Flash and counterflash around flues and other openings with 26-gage galvanized 
iron. 

80. ELECTRIC WIRING 


To be under separate specifications and contract. 


81. SCREENS 


Screen all exterior doors with 16-mesh alumium. 

All screen-door stiles to be 144-inch white pine with metal grilles in bottom 
panel. Paint all woodwork three coats of exterior paint. 

Screen doors to have two pairs of brass butts, brass latches, and screen-door 
closers separate from hardware allowance. 

All windows to be equipped with aluminum-frame prefitted screens furnished 
by manufacturer of the windows. Screen mesh for windows to be 16-mesh 
aluminum. Paint all screens three coats of paint, same color as exterior wood- 
work in event wood screens are used instead of aluminum. 

All attic louvres shall have 16-mesh galvanized-iron screening securely nailed 
to back of same, and removable 5<-inch plywood backs. 


82. WEATHERSTRIPS AND CALKING 


All exterior doors weatherstripped. Figure standard rib-type weatherstrips. 
All exterior doors to have spring bronze sides and tops with 4%4-inch bronze 
interlocking threshold. 


Calk all windows according to manufacturer’s directions. 


33. INSULATION AND SOUNDPROOFING 


Install 4 inches of rock wool between ceiling joints. 


34, ACCESSORIES 


Two towel racks, chrome, 1 recessed toilet paper holder and 1 recessed soap- 
dish for each bathroom. 


85. LINOLEUM 


Kitchen and diet kitchen cabinets to receive 14-inch thick linoleum for back 
end and top, Armstrong or equal, put on with chromium strips. 


86. ATTIC FANS 


Install Hunter 20,000 cubic feet per minute attic fans with automatic shutters 
complete. See floor plan. 
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37. STOVE HOOD 


Install 48-inch wide Vent-a-Hood or equal, complete, over stove with vent 
through roof installed in a satisfactory manner. 
Alternate: Trade Wind motor fan hood and vent. 


38. TOILET ROOM AND UTILITY ROOM VENTS 


Install in ceiling of men’s toilet room and the two utility rooms each a 6 by 
6-inch multiblade shutter grille with 8-inch galvanized iron vent stock through 
roof with 8-inch turbine vent. Allen type A. 


39. PLUMBING, HEATING, AND ELECTRIC WORK 
Under separate specifications and contract. 
40. ADDENDA 


ELECTRICAL SPECIFICATIONS 
General conditions 

The contractor estimating this work shall carefully examine all plans and 
read all specifications, as he will be bound by all things therein affecting his 
work, no matter under what heading it may appear. 

The drawings and specifications are intended to be cooperative, and work or 
material called for in the drawings and not specified in the specifications or 
vice versa, are to be furnished or done in a faithful and thorough manner as 
if fully treated by both. 

All work to be done in strict accordance with the requirements of the National 
Board of Fire Underwriters and City of Memphis Code, a certificate of approval 
must be furnished the architect before work will be accepted. 


Method of wiring 

All wiring in the building must be run in conduit regardless of operating 
voltage. Conduits in entire installation shall form a complete raceway from 
distribution panel to all outlets. All conduits must be concealed. The size of 
conduit shall be as required by National Electrical Code for rubber-covered 
wire. 
Outlets 

Each switch, light, receptacle and other outlets throughout the building, as 
shown on plans, shall be provided with an approved outlet box of heavy metal 
Outlet boxes in all cases shall be firmly fastened to the structure of the building 
with approved hangers. 
Switches 

Switches to be Bryant No. 3951 single-pole, 3955, 3-way, where 2 or more 
switches are shown, they must be ganged under 1 plate, plates to be selected 
by architect. 
Receptables 

Receptacles to be Bryant No. 4832, not more than six to a circuit, plates to be 
selected by architect. 
Wire 

Wire smaller than No. 12 B. and S. gage shall not be used. The size of wire 
and conduit for all purposes must be as called for in the specifications and 
according to national and city code. 


Panel and service 

Service to be 110/220-volt single phase. Install a 400-ampere, 3-pole, 2-fuse 
main line switch where shown on plans. From this switch, run three 600 MCM 
wires in 3'4-inch conduit to outside of building and install meter and service 
entrance as directed by Memphis Light, Gas and Water Division. The load side 
of the main switch shall be connected to a Trumbull convertifuse panel board 
with the following branches: 


One 200-ampere branch for panel C. 
One 200-ampere branch for panel B. 
One 60-ampere branch for panel A. 
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Four 30-ampere branch for attic fans. 

One 30-ampere branch for dryer. 

One 30-ampere branch for extractor. 

One 30-ampere branch for workshop outlet. 

One 30-ampere branch for 1-horsepower outlet in storage. 
Panel A shall be Trumbull NLTQ, 12 circuits. 

Panel B shall be Trumbull NLTQ, 36 circuits. 

Panel C shall be Trumbull NLTQ, 28 circuits. 


Fixtures 
Furnish and install complete with lamps the following fixtures: 


A. Perfeclite No. 143—UNS. 

B. Perfeclite No. 141—UNS. 

C. Perfeclite No. 142—UNS. 

D. Perfeclite No. 971. 

E. Daybrite No. 46230-8 complete. 
F. Daybrite No. 240TT. 

G. 14-inch RLM box mounted (kit) Miller OREDD-150. 
H. Kirlin 1208. 

I. Steber S-300. 

J. Exit light, Daybrite No. 8106. 
K. Exit light, Daybrite No. 3136. 
L. Bryant No. 5228. 

Call system 


Furnish and install, complete, a call system as shown on plans. In each 
patient’s room a double cord call station shall be installed. When any one of 
these call stations are pulled, a signal light over the room in which the station 
is located, shall glow. Also, two additional signals located at each end of the 
corridor shall glow. As long as the patient has his hand on the call station an 
audible signal shall sound at each end of the corridor. These audible signals 
shall be located adjacent to the visual signals as shown on plans. 


Intercommunication system 


In the office where directed, install an RCA or equal master station. In the 
kitchen and each of the diet kitchens, install remote stations. This system 
shall be arranged so that the remote stations shall be able to call the master 
station at any time. 


Telephones 


Telephone outlets shall be located as shown. Run an empty conduit system 
from these outlets as directed by the telephone company. 


Fans 


Wire for and connect 4 attic fans and 1 kitchen ventilating fan as shown on 
plans—all fans to be furnished by others. However, this contractor shall 
furnish disconnect switches and manual motor starters where required. 


Heating system 


The contractor shall wire for and connect all boiler controls and, also, three 
circulating pumps and controls. These circulating pumps shall be controlled 
by 3 thermostats, 1 for each pump. The thermostats and controls shall be 
furnished by others. However, this contractor shall furnish disconnect switches 
and all necessary manual motor starters. 


Special outlets 


Special outlets shall be provided for the following: Dishwasher, clothes 
washer, dryer, extractor, mangle, walk-in refrigerator box. 

All outlets shall be provided with the type receptacles suited for the purpose. 
Except where necessary, direct connection shall be made to the equipment. 


Cleaning up and adjusting 
The contractor shall remove from the building all debris and trash resulting 
from his work. All fixtures and parts of the electric system shall be thoroughly 


cleaned and left in perfect working order. Any necessary adjustments shall 
be made by the contractor before leaving the job. 
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PLUMBING SPECIFICATIONS—PLUMBING SCHEDULE 
Bath tubs 
No. 2-90 RL or LL size 5-foot Neuday regular enameled iron recess bath. 9-35 
Regal chrome-plated overrin: tub filler. 9-51 1%-inch chrome-plated connected 
waste and overflow with beaded chain and rubber stopper. 


Lavatories 

No. 1-240—-C size, 18-inch by 15-inch, Norwich vitreous china, wall-hung lava- 
tory, with back and concealed hangers. 8-120 chrome-plated combination set 
supply fitting with direct lift waste. 8-304, %-inch chrome-plated angle flexible 
supplies with wheel handle stops. 8-401, 14-inch chrome-plated P-trap with 
cleanout plug. 


Showers 

No. 2-355, %-inch chrome-plated concealed 2-valve shower with bent arm and 
Rainbeau ball joint shower head. 4-103, 36-inch chrome-plated curtain rod. 7 
No. 4-135, chrome-plated curtain snap hooks. 42-inch by 72-inch, 8-ounce white 
duck shower curtain. 2-inch, L557, Blake shower drain in 4-inch chrome-plated 


strainer and clamping ring. 
Closets 
No. 3-301 Santon plain rim siphon jet closet with 1%-inch top spud. No. 


9-405 G. W. Triumph chrome-plated flush valve with 1-inch angle stop and 
vacuum breaker. No. 5 OLSONITE black Soud plastic open front seat less cover. 


Diet Icitchen sinks 

No. 5-186 size 15-inches by 12-inches vitreous china flat rim sink with integral 
overflow with Hudee setting frame for counter top installation. No. 8-353 
chrome-plated open strainer with 1%-inch tailpiece. 8 H. 180 A chrome-plated 
double faucet with gooseneck spout with aerator spout. 8-401, 14-inch chrome- 
plated P-trap with cleanout plugs. Two %4-inch No. 8-344 rough compression 
stops. 
Scullery sink 

No. 3-502 size 474% by 27%4 galvanized 3 comp. Scullery sink with back made 
from 12-gage steel. Each compartment 15-in by 24-inch by 12-inch and with No. 
5-310 24-inch by 24inch detachable drainboard each end. Overall length 9514 
inches long on detachable adjustable legs. 3-—-LK4 polished-brass cast waste 
plugs with metal stoppers. G6-LK69 rough-brass single faucets with ™%-inch 
female flanged inlet. No. 675 satin-finish 3-part end outlet continuous waste. 
No. JAI Josam cast iron grease interceptor with No. 104% flow-control fitting. 


Bedpan washer and sterilizers 

No. 7-H 760 exposed type bedpan washer and sterilizers with %-inch lever 
handle self-closing valve for 180° hot-water pedal operated cast cover, porcelain- 
enameled hopper and 38-inch P-trap venturi tube to sprays in washer and 2-inch 
tubing vent to wall. Pedal-operated flush valve with 1-inch stop and vacuum 
breaker. 


Bedpan rock wnit 
Bedpan rock unit for five bedpans with wall supports and metal drain tray— 
less bedpans. 


Drinking fountains 

FIO Cordley electric drinking fountains with stainless-steel top and storage 
tank. Hermetically sealed unit, 5-year warranty, pedal operated capacity 10- 
gallon 50° drinking water per hour with 80° entering water and 90° room 
temperature, 

Water heater for 180° water supply kitchen, laundry and 2 sterilizer units 
R-85 Royal booster automatic gas-fired hot-water heater for natural gas storag 
capacity 85 gallons recover 105 gallons per hour 120° rise with 1 inch No, 25 
Cadwell temperature and pressure-relief valve of reseating type. 

Water heater for 140° water to all other fixtures: R-75 Royal booster gas-fired 
hot-water heaters for natural gas storage capacity 75 gallons and recovers 105 
gallons per hour 80° rise with three-quarter inch No. 25 Cadwell temperature 
and pressure-relief valve of the reseating type. 


Hot water circulating pump for 140° water 
No. 75 three-quarter inch B & G all-bronze circulator with L-144-A Azuastat, 
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Wall hydrunts 
Woodford style 7, three-quarters inch frostproof wall hydrant with loose T 
handle key. 


Floor drains 


Blake L—557 castiron floor drain for 2-inch inside caulk with 5-inch adjustable 
polished brass strainer. 

All plumbing shall be done according to city of Memphis, Tenn., plumbing code. 
All plumbing shall be done according to plumbing layout plan. Any changes 
from this layout shall be submitted to the architect for his approval. 

This entire plumbing system shall be guaranteed free from mechanical and 
installation defects for a period of 1 year after this plumbing system has been 
put in operation. 


HEATING SPECIFICATIONS 


Install this heating system complete according to heating plans. This system 
shall function properly in every respect. 

This contractor shall contract with the electrical contractor for all electrical 
connectoins and any electrical equipment necessary for the satisfactory opera- 
tion of this heating system. 

The heating contractor shall contract with the painting contractor on this job 
to have all radiator enclosures painted two coats of interior paint, same as 
interior woodwork. 

This entire heating system shall be fully guaranteed in every respect. It shall 
be guaranteed to be free from any mechanical or installation defects for a period 
of 1 year after this heating system is put in operation. 

This heating system shall be guaranteed to maintain a temperature in each 
and every room of 75° F. when outside temperature is 0° F. 

Mr. Mustrn. The building would be block and in the front and 
around the side for around 30 feet would be covered with brick, veneer 
brick, for appearance sake. 

On the inside the walls would be finished in the usual manner. It 
would not be painted over the block. It would be covered with plastic. 

Senator Hitz. Plastic? 

Mr. Mustrn. Yes. 

It will be built on a slab and the floors covered with a suitable 
covering; and in the bathrooms, of course, we would use the hard tile. 

Senator Hix. You speak of equipment. Would you have an X-ray 
there? 

Mr. Mustrin. No, sir; we don’t use that. 

Senator Hiix. You don’t need that? 

Mr. Mustin. No, sir. Nursing homes offer care, sir, not cure, and, 
in my opinion, an X-ray has no place in a nursing home. 

Senator Hix. If you need anything like that, then you would go 
over to the hospital ? 

Mr. Musrin. That’s right, sir. 

We are getting out of our field when we have X-ray, and so forth. 

Senator Hux. I see. 

Mr. Mustrn. In fact, I don’t know a nursing home that has one. 

Senator Gotpwater. Are you acquainted with the bill that came 
over from the House, with the committee amendments, relating to 
nursing homes? 

Have you seen that? 

Mr. Mouse. No; I have not, Mr. Chairman. 

Senator Gotpwarer. I might just read this to you so you will know 
a part of what we are considering. Under (0), page 15 of the bill: 

The term “nursing home” means a facility for the accommodation of con- 
valescents or other persons who are not acutely ill and not in need of hospital 
care, but who require skilled nursing care and related medical services— 

(1) which is operated in connection with a hospital, or 
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(2) in which such nursing care and medical services are prescribed by, or are 
performed under the general direction of, persons licensed to practice medicine 
or surgery in the State. 

That rather confines the original broad interpretation of nursing 
home by having it in conjunction with the hospital. I wondered if 
you had any comments on that. 

Mr. Muse. Yes, Mr. Chairman; we have, and I can best illustrate 
what my comments would be by citing to you the fact in my State of 
Massachusetts there are over 10,000 patients being served in nursing 
homes, distributed throughout the entire Commonwealth in 457 nurs- 
ing homes, so that it would be of little assistance to the overwhelming 
numbers of these patients if only, for instance, in the metropolitan 
area of Boston the 4 or 5 hospitals there had an annex and in those 
cases it would not be feasible because they don’t have the space or the 
land, nor do they have the inclination in our hospitals, but it would 
not be feasible to set up nursing homes that are ancillary to the hos- 
pitals if we have in our mind servicing the people where their servic- 
ing is required in the communities probably 150 miles away from Bos- 
ton or 150 miles in the opposite direction from Pittsfield. 

The needs are in the local towns and in the small cities, and that is 
our problem, and I would like to reemphasize it: There are over 10,000 
patients receiving that type of care, as pointed out in exhibit A, which 
is typical, and I am asking you to note the range of the patients and 
from whence they came and under whom they are being sponsored, 
and who is responsible for their care. 

This is typical of the nursing-home problem, and I hope that we 
would not confuse what the hospitals may legitimately need while at 
the same time we are serving the great needs that are attendant upon 
the nursing-home field, so that we have offered an amendment whereby 
the term “nursing home” would mean: 

Provided, that such services are prescribed by a person licensed to practice 
medicine in the State of the care of the patient is under the formal supervision 
of a person licensed to maintain a nursing or convalescent home in the State. 

We are trying to make this broad enough so that the nursing-home 
facilities will be able to be distributed throughout the country, and 
I would like to emphasize, if I may, Mr. Chairman, this point: That, 
if this type of guaranteed loan is made available, virtually there will 
be a wholesale demand for it on the part of nursing-home administra- 
tors who have not been able to make long-term capital improvements 
on their properties; and before they can even get it they must apply 
to a bank which will make inquiry as to their ability and capacity 
to repay the loan. 

That would be the first check. 

The second check would be in the Government administration itself 
to see that it would be a worth-while project and located most likely 
where a nursing home would be self-amortizing. 

With those two checks, we would find the nursing homes would be 
put up with a more rapid facility than is being dreamed of under the 
present bill in its present form. 

Senator Gotpwater. The reason I mentioned this to you: In my 
interpretation of this, it goes quite a long ways in taking the Govern- 
ment out of competition with the private nursing home—the addition 
of this committee amendment in the House that says “which is oper- 
ated in connection with a hospital”—in other words, these have to be 
applied for locally. They just can’t be dreamed up. 
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Now, if you apply locally, they couldn’t just apply to build a nurs- 
ing home in such-and-such a place. It would have to be connected 
with the hospital. The hospital would have to make the request. 

I think that this is quite in your favor, and I was wondering if you 
were acquainted with it because we will have to consider this, too, 
and it will be considered on the floor. 

Both that (1) and (2) of (0) on page 15 seems to me to take the 
Government pretty much out of competition. 

[agree with you. I don’t like the Government getting into the field 
of free enterprise. By the same token, I like to see free enterprise do 
their own financing. 

Mr. Muse. Well, Mr. Chairman, we feel generally the Hill-Burton 
Act has been a magnificent instrument in the progress of the public 
health of this country. We believe its original intent was to help 
the rural areas. We believe it has accomplished that. Now they are 
using this wonderful instrument that has worked for good, finding 
some other place to use it and now using it in a field that has not been 
properly surveyed; and I raise the problem of construction cost only 
to indicate to this committee that we can raise reasonable doubts about 
other references made in. nursing homes if such a glib figure of $8,000 
is being used as a normal construction cost. 

Senator Hi. Of course, a nursing home could be built in connec- 
tion with a hospital today under the existing law? 

Senator Gotpwater. That is right. 

Senator Hitz. But you have had no complaint about that, have 
you? 

That hasn’t intruded on your private enterprise ? 

Mr. Muse. No; it hasn’t. 

Senator Gotpwater. I think what they are objecting to, Senator 
Hill, is the fact this bill attacks the nursing homes or, let’s say, 
comes and mentions the nursing home as a new area in which this 
bill can work or which the Government can work. 

Isn’t that correct ? 

Mr. Moser. That is right. 

Senator Gotpwater. And you would like this bill we are consider- 
ing now, S. 2758, to exclude the nursing home in its scope ? 

Mr. Mose. That is right, Mr. Chairman. 

Senator Gotpwarer. I think we understand each other on that, but 
I do wish you would study the House language and see if you don’t 
agree that pretty much does it. It puts it back to where it is today, 
practically. Under the existing Hill-Burton Act, nursing homes could 
be built in conjunction with hospitals, and that, in effect, is what this 
language says. 

Mr. Mose. Well, we—— 

Senator Gotpwater. Now, the only thing that remains, if that is 
true, is your request that funds be available from the Government for 
financing the constructing of nursing homes; and, just as a point of 
interest to me, because I am on the banking and currency committee, 
does the SBA, Small Business Administration, cover the nursing 
homes ? 

Mr. Muse. It does. 

Senator Gotpwater. You can borrow money from the SBA for that 
purpose ? 

Mr. Muse. Mr. Mustin has made application to the SBA for this. 

46293—54—pt. 1——15 
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Senator Gotpwater. You haven’t gotten the money yet? 

Mr. Mustin. No, sir. 

Senator Hitt, What is the status of your application, if I may ask? 

Mr. Mustin. They have several plans. The one they prefer is 
what they call the deferred participation, in which you would find a 
bank or lending agenc y who would lend the money and service the 
loan, and the SBA would give a guarantee of 75 to 90 percent, and 
for that they would receive 14 to 2 percent brokerage. 

It is quite interesting to note that several of the lending agencies 
we dealt with never heard of the SBA. So, they questioned me as to 
whether or not it is a good risk. They liked the FHA type of loan. 

However, as a last resort, and it is coming, we can go to the SBA 
and they will lend the total sum on 6 percent interest for a period not 
to exceed 10 years, but the loan need not be amortized. 

So, I think I can deal with them, if it gets down to that point. 
However, it isn’t the best instrument, in my judgment. We should 
have at least 20 years and we should not be required to pay any 6 per- 
cent interest. Twenty to twenty-five years is what we really need. 

Senator Hm. If you had a lower rate of interest and a longer 
period of time, the loan would stretch out over that period of time. 

Mr. Muse. Yes, sir; 20 years—— 

Senator Hii. Or you could amortize it out and pay a reasonable 
"ate of interest ? 

Mr. Muse. Yes, sir; absolutely. We don’t want to be given any- 
thing. 

Senator GcLpwaterR. Do you have any other questions? 

Senator Hm, No. That is all. 

Senator Goztpwater. Would you study that and, within the next 
day or so, or within the next week, at your convenience, let the com- 
mittee know what you think of that language ? 

I may be mistaken, but I think your problem is answered in the 
House language there, at least as far as answering the problem of the 
Government being in competition with the private nursing home. 

I think the committee would appreciate your opinion on that, be- 
cause we have to consider that, too. 

Mr. Muse. I shall counsel with our executive director. 

Senator Gotpwater. Do you have any other statement to make? 

Mr. Muse. No; we have not, Mr. Chairman, except to thank you 
for the opportunity to have appeared before you and to congratulate 
this committee, as we did Representative Wolverton’s committee, for 
the most sincere efforts they are making relative to the public health 
program of the United States. 

Senator Hix. Didn’t you have some other statements or some other 
witnesses ¢ 

Mr. Muse. I have a statement from a young lady from Washington, 
Mrs. Lucia Forde Murphy, that I would like to have extended upon 
the record—and if it would be possible to presume upon the com- 
mittee—it is a very short statement—I would like to ask that she 
address this committee. 

Senator GoLpwatTerR. My problem is that I have an appointment at 
the White House in 15 minutes. 

If you would care to be chairman and remain here, Senator 

Senator Hitz. I will be happy to do so. 

Senator Gotpwater. I hate to leave. 
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Senator Hr. You have to be on time. me 

Mr. Muse. Mr. Chairman, gentlemen, this is Mrs. Lucia Forde 
Murphy from the State of Washington. 

Senator Hii. Mrs. Murphy. 


STATEMENT OF MRS. LUCIA FORDE MURPHY, REPRESENTING THE 
INLAND EMPIRE ASSOCIATION OF LICENSED NURSING HOMES 


Mrs. Murptiy. Thank you very much. 

Iam Lucia Forde Murphy from Spokane, Wash., Mr, Chairman. 

I am here in the Nation’s Capital at the request of certain nursing- 
home administrators who comprise the Inland Empire Association of 
Licensed Nursing Homes, with headquarters in Spokane, Wash. The 
group is an affiliate of the Washington Association of Licensed Nursing 
Homes. 

I have traveled across the country for the privilege of joining with 
others to appear before and alert your committee, Mr. Chairman, to 
certain aspects of S. 2758 that seem ill advised, economically unfeasible, 
and socially unsound. 

That there has not been sufficient research into the whole area of 
nursing homes and the health problems that they must solve is ade- 
quately testified to by what the Secretary of Health, Education, and 
Welfare has not been able to tell this committee or Representative 
Wolverton’s committee in the House. 

I urge you, Mr. Chairman, when you reread the Secretary’s testi- 
mony you will discover little factual data on the construction cost of 
nursing homes; vague reference to the cost for per-patient day care. 
This cost is estimated between $2 per day to $8 per day, leaving us in 
doubt as to whether the Secretary’s committee was referring to board- 
ing homes for the aged or nursing homes. 

I think that as you reread the testimony concerning nursing homes 
you will find that the basis of the study is predicated on trends, 
theories, estimates, and sphouiation, 

On this basis you are being asked to venture into a field completely 
foreign to the original intent of the Hill-Burton Act. 

As was_pointed,out by Representative Pelley when he addressed the 
House of Representatives on March 9, there is no need for Federal 
grants of money to care for the aged population in the State of Wash- 
ington. Atthat time he said: 

Dr. Cronin, of the Department of Health, Education, and Welfare assured 
me in our State of Washington a good job is being done by private enterprise. 

From an economic point of view, this bill would appear to waste 
your taxpayers’ money, at least as far as the State of Washington is 
concerned. That portion of $2 million that would be made available 
to individual States for survey, contemplated under the terms of this 
bill, is not needed in my State. 

In keeping with the initiative of a well-informed citizenry, there 
has been formed in Spokane, Wash., the Spokane Gerontology Volun- 
teers composed of citizens representing 100 local organizations and 
who haye already begun a survey into the needs of our elder citizens. 

In that connection, Mr. Chairman, I would like to submit this chart 
for the record. 

Senator Hitz. It may be received. 

(The chart referred to is as follows :) 
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Mrs. Morruy. The $2 million appropriation for survey is unneces- 
sary as most facts and figures are on hand in the offices of the various 
States and Federal agencies. 

Upon completion of this enterprising venture, these volunteers will 
begin to share the problems of their fellow men. 

These volunteers are not earning dollars, but certificates of which 
they are most proud, showing man-hours given. 

This is an example of what communities of enterprising people will 
and can do without the spending of our tax dollar. 

It is also with some interest that we in the State of Washington 
note the estimate of $8,000 made by the Department of Health, Edu- 
cation, and Welfare as the per bed cost of construction for what must 
be presumedly the first-class nursing homes. However, in Spokane 
the latest places for a 150-patient home will be built for $2,500, a 
2-bedroom, or $4,500 complete with furniture and 2-piece plumbing. 

Senator Hii. Two piece what? 

Mrs. Murerny. Two-piece plumbing in each one. 

Senator Huu. Plumbing. 

Mrs. Morpuy. Socially, the whole concept of making generous 
Federal grants to so-called nonprofit groups is neither desirable nor 
within the scope of good sociological planning. 

The idea of a nursing home is everything that those words imply, 
and specifically, they imply professional nursing care in a home 
atmosphere. 

It is easy to become too altruistic about the problems of our aged 
groups, and I do not mean to do this. What I mean to tell this com- 
mittee is that in the State of Washington we have approached and, I 
believe, solved our problems realistically. 

In our homes in Washington we have created an atmosphere for our 
aging population that we hope, and in most cases know, is a sub- 
stantial substitute for the home life which our patients, either because 
of neglect or misfortune, have been deprived. 

Our nursing homes are, with the approval of local zoning authori- 
ties and town and city officials, located very humanly within the heart 
of our cities and townships. Here they are within easy communica- 
tion of their families, local town and city officials, and in most cases 
close.to medical and hospital facilities in the event these facilities are 
needed. 

Mr. Chairman and gentlemen, the Hill-Burton Act, we in Washing- 
ton feel, has served its most worthwhile purpose in rural areas. An 
extension of this act, we feel, into the field of nursing home care will 
be the first step toward integrating nursing homes with hospital 
facilities and thereby destroying the very concept of the nursing 
homes. 

Such integration is bound to bring the nursing homes into the heart 
of the metropolitan area wherein are usually situated the hospital 
facility, and this very great and humane measure, the Hill-Burton 
Act, will have deviated from its original purpose, from service to the 
people to the paradoxical purpose of causing the aged and chronically 
ill to go where the facilities are in order to make them economically 
sound. 

Thank you. 

Seretor Hii. How many homes do you have in the State of Wash- 
ington, Mrs. Murphy ? 
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Mrs. Murrry. We have 262 licensed nursing homes, I think. 

Senator Hitt. Two hundred and sixty-two? 

Mrs. Murpny. Two hundred and sixty-two. We have 51 in 
Spokane. 

Senator Hitz. Fifty-one homes in Spokane. 

How many beds do you have altogether; do you know? 

Mrs. Mureuy. Fight thousand; a little more than eight thousand. 

Senator Amu. Eight thousand. 

Mrs. Murrny. There are 500 vacant today. 

Senator Hitz. Five hundred vacant beds today ? 

Mrs. Murrny. Five hundred. 

Senator Hi. Five hundred vacant beds today. 

What do you attribute those vacancies to? 

Mrs. Murpiry. A great many of the aged people have been put in 
what they call senile institutions, which are State regulated. 

Senator Hitz. Do you have any questions, Mr. Sneed ? 

I want to thank you very, very much. 

Mrs. Murrny. Thank you very much. 

Senator Hitz. That concludes the presentation for the American 
Association of Nursing Homes, does it? 

Mr. Muse. Yes, sir. 

Senator Hitu. Now, I noticed on the list here was a Mr. Latham. 

Is he with your group ? 

Mr. Muse. He is here, Mr. Chairman. 

Senator Hitt. Mr. Latham, I don’t want to have to rush you, but I 
am going to have to leave here very shortly. I suppose you are here 
all the way from Indiana and you want to be heard. 

Mr. Latrnam. Yes; we in Indiana usually like to be heard, and we 
are kind of loud sometimes. 

Senator Hi. You may proceed, Mr. Latham. 


STATEMENT OF HARRY T. LATHAM, JR., LEGAL ADVISER TO 
EXECUTIVE DIRECTOR OF THE INDIANA ASSOCIATION OF 
LICENSED NURSING HOMES 


Mr. Larnam. Thank you, sir. I will make every effort to be brief. 

I might say, supple mental to the American Association’s statement, 
we have specific statistics that insofar as Indiana is concerned refute 
certain claims in Mrs. Hobby’s report before the House of Representa- 
tives. 

The administration’s decision to inject Federal aid into the nursing- 
home field, as announced in President Eisenhower's state of the Union 
message on January 18, 1954, was received by those of us in and con- 
nected with the nursing-home profession with disbelief, consternation, 
and shock. 

Even today, the motivation, therefore, is somewhat obscure, al- 
though, from recent events, exemplified by certain press publications, 
we feel we may conjecture, almost to the point of certainty, as to the 
moving force behind this unwarranted invasion of the field of private 
enterprise. 

That the administration itself is somewhat uncertain as to the effi- 
cacy of this move may be inferred from the first section of the bill, sec- 
tion 641, S. 2758, which provides in part as follows: 
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Section 641. There is hereby authorized to be appropriated the sum of $2,000,- 
000 * * * for the purpose of surveying the need for * * * nursing homes. 
Then after setting up certain procedural steps for spending the money 
for the survey, the framers of this economic monstrosity, seemingly 
gaining courage from contemplating the sheer audacity of their mental 
aberrations, throw reason to the winds and proceed with the following: 

Section 651. There is hereby authorized to be appropriated for the fiscal year 
ending June 30, 1955, and for each of the two succeeding fiscal years * * * 

(4) $10 million for grants for the construction of nonprofit nursing homes. 

What kind of logic this this? 

On one page is provided means for a survey to determine whether 
or not there is a need for a given facility and on the next page is pro- 
vided an appropriation to build the facility. 

Why make the survey in the first place ¢ 

My point issimply this: If it were the honest intent of the survey to 
determine whether or not a need existed, there certainly could be no 
objection. 

I feel confident that, while such a survey might reveal certain region- 
al or local shortages, it would also reveal that the problem is being rea- 
onably well met by private initiative and enterprise which, if bolstered 
and assisted in a manner hereinafter set out, could in a very short time 
more than adequately meet the need, 

It is our contention, however, that there is a definite move afoot to 
discredit proprietary nursing homes in general. ‘To substantiate this, 
I would like to refer you to the Sund: ay supplement magazine known 
as “Parade,” a syndicated publication that has w idespre: ad circulation 
in Sunday papers throughout the country. It is carried by the In- 
dianapolis Times, the Chicago Sun-Times, the Boston Sunday Post, 
just to mention a very few. 

On Sunday, February 14, appeared one of the most scurrilous at- 
tacks on private nursing homes ever conceived, and in one of the most 
flagrant displays of yellow journalism it has been my misfortune to 
see it took several situations from the State of Florida, which, inci- 
dentally, has just passed its first nursing home licensing and inspection 
law—August 1953—and then made the very broad, general statement 
that comparable conditions existed the width and breadth of the 
United States. 

On Sunday, February 21, appeared a second article which again used 
examples from Florida and a rather vague reference to California, and 
again said similar conditions existed throughout the country. 

The article then referred to the fact that the Federal Government 
was passing laws to provide for nonprofit homes, inferring that with 
this action “God’s in His Heaven and all is right with the world.” 

Throughout both articles appeared snide comments and inferences 
about profit. 

The source of information for these articles is an organization 
known as the National Committee on the Aged of the National Social 
Welfare Assembly. This is one of those professional bleeding-heart 
groups to whom the word “profit” has a somewhat opprobrious con- 
notation. Further, it feels that the answer to all of the Nation’s ills, 
including health, education, welfare, and what have you, lies in the 
Federal Government taking over lock, stock and barrel—on a nonprofit 
basis, of course. 
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We are morally certain that this organization and others of its like 
are behind this legislation. It is a well-known fact that they exer- 
cised great influence in previous administrations, and, from the looks 
of things, are still in there pitching even more effectively than before. 

The situation in Florida was, and perhaps still is, bad. However, 
the first and most important step has been taken, the passage of a 
licensing and inspection law. The rate of improvement will be 
directly proportionate to the vigor with which the law is enforced. 

We speak with the authority of knowledge and experience on this, 
for, you see, the situation was bad in Indiana until our first law was 
passed in 1943—nor do I wish to infer that all is sweetness and light 
here even at this time. There is room for improvement still, but the 
great change effected since the passage of the first law is nothing short 
of sensational and it is reasonable to asuiae that the Florida situa- 
tion will follow the same line. 

The same general observation may be made about other States who 
have passed such laws heretofore. 

The point should be made at this time that the moving force back 
of all these licensing and inspection laws has been the legitimate, con- 
scientious nursing home operators, working in collaboration with 
State authorities and acting through their respective State organiza- 
tions. 

The further point shall be made that a number of these State organ- 
izations banded themselves together to form the American Association 
of Nursing Homes which said organization proceeded to assist other 
States in getting passed licensing and inspection laws so that the 
general nursing home standards would be raised throughout the 
country. 

The American association worked with a group of operators in 
Florida assisting them in getting the present law passed. 

The foregoing comments and observations have been made for the 
purpose of giving a little background on the private nursing home 
movement and shall serve as a preface for the following statistical and 
factual information concerning the nursing home situation in Indiana. 

We must of necessity confine our remarks to Indiana because of 
the fact that we have not had time to oktain the information on a 
national basis since our first knowledge of this contemplated legisla- 
tion was on January 18,1954. However, we will say, with a degree of 
confidence, that in many other States comparable information and 
statistics would apply. 

Secretary Hobby in her prepared statement before the Committee 
on Interstate and Foreign Commerce of the United States House of 
Representatives in support of H. R. 7341, the identical counterpart 
of S. 2758, which said statement was delivered February 4, 1954, com- 
mented in substance that in the area of chronic-disease hospitals the 
facilities are 88 percent inadequate. This, of course, includes nursing 
homes. There were certain charts presented in connection with said 
statement reflecting this situation. It was also stated that the require- 
ments for civilian noninstitutional facilities are approximately 2 beds 
per 1,000 of population per year. 

From the Indiana Department of Public Welfare, the licensing 
agency for nursing homes in Indiana, I have obtained the following 
information as of December 31, 1953: 
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Number of private nursing homes in Indiana 4 Bake Sgr 360 
Total number of beds ‘ _.. 6,014 
Number of beds occupied___- Tae 
Unoccupied beds ~<a fe Cee 
Number of nonprofit, charitable and fraternal homes ome 52 
Number of beds_____--_- f ; . & o10 
Number of beds occupied . ... 2, 884 
Unoccupied beds____- . , a eat iat aie dtibbhd 82 


Quite obviously there is no shortage of beds, especially when you 
realize that the above ‘igure does not include any county homes or 
other pub lic institutions. 

I have the further assurance from the department that the above 
homes are sufficiently well distributed throughout the State so that 
there is no local shortage of beds. 

The final statistic to be determined now is the number of beds per 
1,000 of population. 

The population of Indiana is just under 4 million. Dividing the 
total number of beds in both categories into 4 million gives an average 
of 4.3 beds per 1,000 of population. 

Again, that does not include the county homes or public institutions. 

Senator Hiri. What you might call the welfare homes? 

Mr. Larnam. Pardon. 

Senator Hin. What you might call the welfare homes? 

Mr. Larnam. Or formerly was called the county poorhouse, or 
something of that nature. 

Senator Hitt. That is right. 

Mr. Laruam. Certainly private facilities for the care of the aged 
are more than adequate in Indiana, and we have reason to believe that 
the situation in a large number of other States, particularly those who 
are members of the American Association of Nursing Homes would 
compare favorably with the Indiana situation. 

Of course, it must be presumed that the argument will be advanced 
that the standards of these homes are not sufficiently high. If the 
ridiculous figure of $8,000 per bed for the construction of nonprofit 
nursing homes as suggested in Mrs. Hobby’s report is the criterion, 
then it must be admitted we cannot compete with that. I don’t be- 
lieve, though, that even the most rabid advocate of this Federal intru- 
sion into the field of private enterprise would honestly and sincerely 
champion such a fantastic figure once he took the time to really 
investigate the problem. Further, the Board of Health of the State 
of Indiana has just completed an exhaustive survey of all nursing- 
home facilities in Indiana, which incidentally, gentlemen, was con- 
ducted under the auspices of the United States Public Health Service 
Commission on Chronic IlIness—they are making this survey in a 
number of States, particularly about nursing homes—and this survey 
includes proprietary, charitable, fraternal, and public homes; and, as 
a result of this survey, they have come up with some very interesting 
facts and observations. 

In connection with the matter of the standards of the private nurs- 
ing homes in Indiana, it has been officially stated by those charged 
with conducting said survey—and most of them were Public Health 
nurses—that they were very favorably impressed with the facilities 
and felt that the homelike atmosphere maintained in the private homes 
was of great value to the patients’ general welfare. They further 
stated that those homes that were owned and operated by professional 
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people, that is, registered nurses and doctors, were more or less insti- 
tutionalized and did not have the homelike atmosphere of those homes 
owned and operated by nonprofessiona] people. 

This is very signific ant and substantiates our contention that the 


nursing home as now constituted is meeting the problem of the 


sare 
of the aged correc ‘tly. 


There is one additional point that was raised over in the committee. 
They wanted to know how much profit was being made. Now, here 
is a statistic gained, which was just released about the middle of 
February, asa “result of this survey in Indiana. 

An additional statistic obtained from this survey is that the patient 
is being cared for in the private home at an average cost of from 
34 to $5 per day. When you consider this is complete care, including 
food, clean linen, 24-hour a day service, 7 days a week, any profit is 
very modest to say the least. In fact, it was the observation of those 
conducting the survey that, generally speaking, the private operator 
was making no more than a reasonable living from this business. 

While this same bill was being considered in the House Interstate 
and Foreign Commerce Committee, two questions were asked by mem- 
bers of said committee, the first of which 1s as follows: 

Will this bill place the Federal or State governments in competi- 
tion with private enterprise especially in the case of nursing homes? 

Let’s examine the bill for the answer to that question. 

This bill is an amendment to the Hill-Burton Act. 

There are numerous hospitals already built and there are others 
being built by counties and cities here in Indiana under this act. The 
State, itself, has built facilities under it. Furthermore, section 654 
of the bill states “applications under this part by States, political 
subdivisions,” et cetera, which, of course, inferentially provides for 
the participation by States and/or political subdivisions thereof. 

Absolutely, the State, its eabdivi isions, and municipal corporations 
will be in competition with private enterprise—360 of them in Indiana 

Of course, it follows that the Federal Government will be in compe- 
tition, albeit indirectly. Doesn't it supply up to 6624 percent of the 
money to build the facilities? 

The second question that was asked in said committee was: Would 
it be possible for private individuals, doctors, and nurses, to secure 
funds, build facilities, operate them on a nonprofit basis, and then 
later repay the obligation to the Government and operate the home 
ona profit basis ¢ 

To answer this, first I call your attention to the definition of “non- 
profit nursing home” in the bill, which is as follows: 


The terms... and, “nonprofit nursing home’ mean any... and 


nursing 
home... 


which is operated by one or more nonprofit corporations or associa- 
tions no part of the net earnings of which inures, or may lawfully inure, to the 
benefit of any private shareholder or individual. 

The nonprofit corporation is one of the neatest vehicles for making 
a long-term capital gain in existence today. 

I'll illustrate how it could operate under S, 2758. 

Three doctors—or a doctor and two other persons—form a nonprofit 
corporation and qualify for State and Federal funds. 

They build the nursing home at no cost to themselves. 

They employ themselves at salaries determined by themselves as 
the directors of the corporation. 
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A director of a nonprofit corporation may receive a salary for serv- 
ice to the corporation; also the act specifically provides, in defining 
nursing home, that the facility may be under the formal supervision 
of “persons licensed to practice medicine in the State.” 

They staff the home, paying sufficient salaries to get the best help, 
nurses, dietitians, et cetera. 

Can you visualize doctors doing otherwise ¢ 

They charge sufficient to pay the expenses—salaries, food, utilities, 
maintenance, medicines, linens, et cetera—and possibly a little more, 
since a nonprofit corporation can make a profit, the only prohibition 
being against distribution of that profit to shareholders. 

I refer you to the definition in the act, and also to various State 
nonprofit laws. 

After several years’ operation, they take the accumulated profit, 
pay back the original construction cost to the Federal and State Gov- 
ernment, and begin operating as a for-profit corporation. 

By all means, yes, doctors and/or nurses could secure the funds, 
construct the home and, after paying back the obligation, operate as 
a profitmaking facility. 

I can even conceive of a particularly enterprising group setting up 
a chain of these throughout a given area or an entire State. 

If you think I’m exaggerating, then you underestimate the perspi- 
‘acity and ingenuity of our citizenry in general and lawyers, doctors, 
politicians, and businessmen in particular. Why should the Federal 
Government jeopardize the livelihood of some 20,000—estimated num- 
ber of nursing homes in the United States—little business people with 
this potential Frankenstein monster? 

Certainly not for any alleged better care at lower cost. 

If the nursing home is built by a governmental unit, it must be 
staffed and operated. To staff and to operate takes money. If the 
patient can’t pay, then the taxpayer must and, as you well know, we 
are terribly overburdened by taxation on every governmental level 
now. 

Then, too, there is no governmental unit that operates as efficiently 
#s private enterprise. This is made so by our form of government 
itself which sets up a series of checks and balances upon every admin- 
istrative operation. Democracy by its very nature is inefficient. So, 
vou see, there is no lower cost here. 

If the nursing home is built by the private nonprofit corporation or 
association, where is the lower cost there ¢ 

Can you believe any lower cost would result from an operation 
like or similar to the illustration heretofore given? 

Believe me, that example would be the rule rather than the excep- 
tion. So here, again, we have no lower cost. 

In neither case is the aim of better care at lower cost achieved. 

You may ask, then, “What are you worried about? Certainly, if 
the cost is higher than that paid to the private nursing home, there is 
no cause for alarm.” 

To answer this, you must understand first, that many of our homes 
accept welfare patients, being paid therefor through old-age assist- 
ance. 

Next you must comprehend that phenomenon of the past decade or 
so best described as the welfare mind. 
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Here is the way that mind operates: It will use every strategem and 
argument at its command to reduce the fee paid for the placing of one 
of its recipients in a proprietary nursing home; but let the magic 
phrase “nonprofit” enter the picture and it will give the maximum 
payment immediately, and move heaven and earth to increase the 
amount of local and State contribution, so as to be able to pay more to 
the nonprofit home. 

Let these nonprofit homes appear in all their 8,000 per bed glory and 
you will find them immediately filled with welfare patients and at a 
creater cost than would be entailed by placing such patients in a pro- 
prietary home. 

With the spread of these so-called nonprofit homes, would oceur 
the gradual elimination of the private home. 

While this argument is somewhat speculative, it is based upon 
knowledge gained through a number of years of close association with 
the weneral problem. 

There are many additional arguments we could give against the 
pasage of this bill. However, we feel it is not sufficient to just be 
against the bill, but rather should we present that which we believe 
wold be a plausible solution to the problem. 

E>rlier in this statement I stated that we had definite suggestions, 
I will set them out at this point. 

First, I would seriously suggest that at this time part 4 of section 
G51 be deleted from the bill pending the results of the survey provided 
for in section 641. 

Second, I would suggest that, by proper legislative means, the 
Small Business Administration be instructed to earmark a given sum 
of money to be made available to proprietary nursing homes for en- 
largement and improvement of present facilities, this money to be paid 
back at an approvriately low interest rate. 

This might call for an appropriation and, also, the creation of cer- 
tain regulations to qualify for such loans. We would be glad to 
assist in any way in promulgating such regulations. 

Third, I would suggest that there be ‘made available, to the pro- 
prietary nursine home operator, long-term, insured, low-interest 
bearing loans, FHA, for new nursing-home construction. 

Fourth, by whatever means possible require that States and coun- 
tics participating in the old-age- assistance program make their per- 
centage contributions high enough so that, in event nursing-home care 
is required, the recipient will be assured of having : adequate facilities 
available. 

If the proprietary operator knows that he will receive fair rates 
for accommodating this type of patient, he will take them more readily 
and will have the money to improve his physical plant to make it more 
comfortable and attractive. 

It is our honest and sincere opinion that. if the Congress should see 
fit to adopt the foregoing suggestions within a very short time the 
problem of care of the aged would be solved, the overall economy of 
the Nation would be improved, and the specter of socialism,.like 
Banquo’s ghost, would be laid—at least, insofar as this segment of our 
way of life is concerned. 

T have one more comment. I wish Senator Goldwater could have 
been here, because I have a comment insofar as his question on 8149 
is concerned, when he read this on page 15: 
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The term “nursing home” means a facility for the accommodation of con- 
valescents or other persons who are not acutely ill and not in need of hospitai 
care, but who require skilled nursing care and related medical services (1) which 
is operated in connection with a hospital, or (2) in which such nursing care and 
medical services are prescribed by or are performed under the general direction 
of persons licensed to practice medicine or nurgery in the State. 

You have to go back to one other definition on page 12, where they 
define nonprofit nursing home: 


The term “nonprofit hospital,” “nonprofit diagnostic or treatment center,” “non- 
profit rehabilitation facility,” and “nonprofit nursing home” means any hospital— 


and so forth, and so forth— 

and nursing home, as the case may be, which is owned and operated by one or 
more nonprofit corporations or associations no part of the net earnings of which 
inures, or may lawfully inure, to the benefit of any private shareholder or indi- 
vidual. 

Well, there is a gimmick in the whole thing, if I may use that term, 
gentlemen. 

The so-called nonprofit corporation is one of the slickest tricks for 
making a profit that you ever saw. You can take a doctor—and I 
illustrated this in my statement—and two other people in the State of 
Indiana—a doctor and two other people in the State of Indiana, for 
instance, can form a nonprofit corporation, make themselves the board 
of directors; they can hire themselves to the corporation, because the 
board of directors of a nonprofit’corporation may render ‘service, pay 
themselves whatever salary they see fit, and just so long as the net 
profits they can realize from this they are not distributed to them- 
selves, as such—they can take it as salaries—they say net profit— 
and they can hold that back there and eventually build up enough to 
pay back the money they have borrowed from the United States Gov- 
ernment, and they have got a beautiful facility there, a little private 
hospital of their own that they have lived off of for 10 or 15 or 20 
years, and at the end of 20 years they don’t even have to pay the 
Government back. 

As I said in my remarks earlier, I can conceive of a very enterpris- 
ing group se tting up at least one of these, and if they are particularly 
enterprising setting up a series of them throughout an entire area or 
an entire State; and let these appear and you will find your welfare 
people putting your patients in there, and you will find the nursing 
home, the private nursing home, being forced out of business, and 
then when they are forced out of business, there is no competition, and 
they can charge any price they want to charge. 

Senator H1ii. Of course, you realize it would have to be under 2 
State plan. They couldn’t get any funds unless they were in the State 
plan. 

Mr. Larnam. Yes, sir. 

Senator Hint. By your State agency. 

Mr. Larnuam. That is entirely “correct, sir, and I well realize that 
fact, and I know how influential some peuple “an be in certain State 
plans and get things set up the way they want to. I have been in 
politics myself. 

I have one additional thing, if I may impose upon you gentlemen, 
to show you that we are not standing still. We are increasing our 
standards. 
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1 would just like to hand these to you, and you may keep them, to 
look at when you find time. 

We are increasing our own standards in our own nursing homes. 

We have an institute there that is under the auspices of Indiana 
University. 

This is the second one we have given. We are going to give ad- 
vanced courses. This is for the nonprofessional operator, and we 
have access to and the use of and instruction from the entire medical 
staff of Indiana University, which is one of the leading medical uni- 
versities in the country tod: ay, and that is a 3-day institute. 

We had one completed in October. We are ready to go back from 
here and start another one next Monday. 

We have advanced courses set up for next October, and they are 
for operators and members of the Indiana Association. 

Gentlemen, it has been said before—I merely repeat it for the em- 
phasis I wish to put upon it—if you could follow the suggestions as 
given by Mr. Muse, and which I also have incorporated in my state- 
ment, I would say in 4 to 5 years’ time that this entire matter would be 
handled by private enterprise and there would be no question of 
it ever coming up before the United States Government to be pro- 
viding money. We would just like to have the opportunity to do it 
ourselves. 

If you have any questions, I would like to answer them. However, 
I know the hour 1s late. 

Senator Huu. Thank you very, very much, Mr. Latham. 

Mr. Larnam. Yes, sir. Thank you. 

Senator Hitt. We appreciate your coming here and your testimony. 

At this point in the record I would insert the leter from the Bureau 
of the Budget on H. R. 8149, a letter dated March 17, 1954, and also 
a second letter of March 17, 1954, on the same bill, H. R. 8149, from 
the Department of Health, Education, and Welfare. 

(The letters referred to are as follows:) 

EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BupbGET, 
Washington 25, D. C., March 17, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 

My Dear Mr. CHAIRMAN: This is in reply to your letter of March 16, 1954, 
requesting the views of this office with respect to H. R. 8149, a bill “To amend 
the hospital survey and construction provisions of the Public Health Service Act 
to provide assistance to the States for surveying the need for diagnostic or 
treatment centers, for hospitals for the chronically ill and impaired, for rehabili- 
tation facilities, and for nursing. homes, and to provide assistance in the con- 
stru’tion of such facilities through grants to public and nonprofit agencies, and 
for other purposes.” 

On February 5. 1954, this Office advised your committee with respect to 8. 
2758, an almost identical bill, that enactment would be in accord with the pro- 
gram of the President. In her testimony on these two bills, the Secretary of 
the Department of Health, Education, and Welfare plans to point out that 
H. R. 8149 confines eligibility for diagnostic or treatment centers to those 
instances where the applicant is a State, political subdivision, or public agency, 
or a corporation, or association which owns and operates a nonprofit. hospital, 
whereas 8. 2758 confers eligibility for such projects where the applicant is a 
State, political subdivision, or other nonprofit agency. She believes that the 
broader authority contained in the Senate bill is preferable. She also expects 
to call attention to the fact that S. 2758 would apply to the four categories of 
facilities covered, the same 20-year limit provided in the present act with respect 
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— 


to recovery of Federal funds in the case of facilities no longer operating on a 
nonprofit basis whereas H. R. 8149 removes this 20-year limitation. 
recommends retention of the 20-year limitation in the Senate bill. 
The Bureau of the Budget recommends enactment of H. R. 8149, amended as 
suggested by the Secretary of Health, Education, and Welfare. 
Sincerely yours, 


She strongly 


Donatp R. Betcuer, 
Assistant Director. 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, 


March 17, 1954. 
Hon. H. ALEXANDER SMITH, 


Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 

Dear Mr. CHAIRMAN: This is in reply to the recent request, made orally by 
your staff, for a report on H. R, 8149, as passed by the House of Representatives. 

This bill would amend the hospital survey and construction provisions (title 
VI) of the Public Health Service Act to provide assistance to the States to sur- 
vey their need for diagnostic or treatment centers, hospitals for the chronically 
ill and impaired rehabilitation facilities, and nursing homes. The amended pro- 
visions would also authorize the appropriation (for the next 3 years) of funds 
specifically earmarked for grants to public and other nonprofit agencies to assist 
in the construction of each of the types of facilities referred to above. 

This bill is, insofar as approach, scope, and major content are concerned, the 
same as 8. 2758, which is designed to carry out the recommendations of the Presi- 
dent on this subject in his message of January 18, 1954, on the health of the 
American people. My testimony before your committee will treat in detail with 
the similar aspects of the two bills. There are, however, a few points of dif- 
ference, described below, to which I should like specially to call your attention. 

1. H. R. 8149 would add a declaration of purpose applicable to the new pro- 
visions which is patterned after the declaration of purpose anplicable to the ex- 
isting hospital survey and construction provisions of the Public Health Service 
Act. We believe this amendment, which is not included in the Senate bill, is 
desirable. 

2. Under the existing provisions of law, the Federal share of individual 
projects may, at the option of the State, either (1) vary in the State within the 
ranve of one-third to two-thirds of the total construction cost, or (2) be a flat 
percentage within the range from one-third to two-thirds of the total construc- 
tion cost (but not in excess of the State’s allotment percentage). Under the 
Senate bill, in the case of projects of the types covered by the new provisions, 
only the second of the two methods could be used and with a mandatory mini- 
mum of one-holf, instead of one-third, of the construction cost. 

Under H. R. 8149, the State would have three options with respect to the 
Federal share of the construction costs of projects of the types covered by the 
new rrovisions. It could choose either of the alternatives available under the 
ex'sting law, or it could choose a flat percentage of 50 percent for all projects 
in the State even though its allotment percentage is less than 50 percent. 

We have no objection to this amendment in the FLlouse bi!l. 

3. Related to this difference between the House and Senate bills mentioned 
above in item 2 is the provision, contained in 8, 2758 but not in H. R. 8149, per- 
mitting the Federal share of projects elivible for approval under both the exist- 
ing and the new provisions (i. e., projects which constitute or are part of a 
“hospital” as defined in the law, as amended by 8. 2758) to be paid either from 
funds appropriated under the ex’sting provisions or from funds appropriated 
under the new ones (or partly from both). We believe the flexibility permitted 
by this provision in the Senate bill would better contribute toward the accom- 
plishment of the objectives of this legislation. 

4. With respect to eligible sponsors for the construction of diagnostic or treat- 
ment centers, the Senate bill would include any nonprofit sponsor, as well as 
public sponsor. The House bill would limit eligibility to a public body or, in 
the case of a nonprofit sponsor, to one owning and operating a nonprofit hospital. 
We believe the broader eligibility provision of the Senate bill is preferable. 

There are situations, particularly in rural areas, where construction or mainte- 
nance of a hospital may not be feasible but where the health needs of the com- 
munity could be better met if adequate diagnostic or treatment centers were 
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available for physicians practicing (or contemplating practice) in the area. The 
House bill would limit the opportunities to provide such centers in such situations, 

5. The Senate bill limits “hospitals” and “diagnostic or treatment centers” to 
those in which patient care is “under the professional supervision of persons 
licensed to practice medicine in the State.” The definitions of rehabilitation 
facility and nursing home are similarly limited, though the language is slightly 
different. In H. R. 8149, the amendment to the definition of hospital was omitted 
and the requirement as to supervision by persons licensed to practice medicine 

the case of the other facilities was relaxed to include persons licensed to prac- 
t_ce surgery and was made applicable only where such facilities are not connected 
with a hospital. 

The objectives of these changes were, as we understand them, to leave the 
situation as to hospitals as it is under the existing law and to avoid exclusion of 
cther facilities where the care is under the supervision or general direction of 
osteopathic physicians licensed to practice surgery in the State. We are in 
agreement with these objectives ; some such modification of the Senate bill would 
appear desirable. 

6. The House bill contains a provision permitting two or more States to pool 
funds from their several allotments for the construction of facilities which will 
operate on an interstate basis. This provision could well be useful in some 
cases—particularly with respect to rehabilitation facilities. It would therefore 
seem to be an appropriate amendment. 

7. The Senate bill would make applicable to the facilities covered by the new 
provisions of law the existing provision with respect-to recovery of a proportion- 
ate part of the current value of facilities which, within 20 years after completion 
of construction, are sold to ineligible persons or cease to operate on a nonprofit 
basis. H. R. 8149 would eliminate this 20-year limitation—and as to all types 
of facilities, whether covered by the new provisions or the existing provisions 
of the Public Health Service Act. 

We believe that this indefinite extension of the recovery authority is not needed 
and might give rise to a number of administrative and legal difficulties. We 
would therefore strongly recommend retention of the 20-year limit in the Senate 
bill. 

The House bill also makes a number of drafting or technical changes to Which 
we would have no objection. 

The Bureau of the Budget advises that it perceives no objection to the submis- 
sion of this report to your committee. 

Sincerely yours, 
Oveta CuLp Hospy, Seerctary. 


Senator Hitz. I have a letter here, too, from the Association of Hos- 
pital Planning Agencies, Madison, Wis., dated March 15, 1954. ‘his 
organization was unable to appear, and I will put in the record the 
letter from them signed by Vincent F. Otis, the president of the asso- 
ciation. 

(The letter referred to is as follows :) 


ASSOCIATION OF HOSPITAL PLANNING AGENCIES, 
Madison 2, Wis., March 15, 1954. 
Mr. Roy E. JAMEs, 
Staff Director, Senate Committee on Labor and Public Welfare, 
The Capitol, Washington, D. C. 

Dear Str: The following statement is being submitted to set forth the views on 
S. 2758 in lieu of the invitation and opportunity to present oral testimony before 
the Subcommittee on Health at the public hearing on Thursday, March 18, 1954, at 
10 a. m., and may be inserted in the record of the hearings: 

The Association of Hospital Planning Agencies appreciates this opportunity 
to review and comment on bill 8. 2758. Our association is directly concernd with 
the construction of diagnostic, treatment, rehabilitation, and nursing facilities 
for ambulatory, chronic disease, and other patients. The majority of our mem- 
bership has been connected with activities of the Hill-Burton program from its 
beginning in 1946. In our opinion this legislation has been the least contro- 
versial of the many Federal laws affecting Federal-State relationships. Bill 
S. 2758 continues to preserve maximum authority for the States to permit wide 
discretion in the solution of a variety of planning problems which differ among 
the States and are best understood at the local level. 
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The expansion of the Hospital Survey and Construction Act as proposed in 
S. 2758 has not been officially considered by our association but it is safe to 
assume from informal expressions by various members that there is overwhelm- 
ing, perhaps unanimous, support for the proposed amendments. 

The specific earmarking of funds for the several categories of facilities will 
stimulate sponsorship of projects in these special fields which otherwise would 
never develop. For example, most States have been reluctant to approve projects 
for chronic-disease facilities under the present law because the need for general 
hospital beds has been considered more pressing from the emergency nature of 
such facilities. Since the allotments to the States have been minimal compared 
with the overall need for all types of facilities, the States allocated such funds to 
the projects having the greatest relative need. The amendments as proposed in 
S. 2758 will substantially solve the need for a more equitable distribution of 
funds to the several categories by : 

1. Allowing the States to continue the approval of general hosiptal beds (under 
the existing law) in the areas having the highest priorities, since the amount of 
the Federal allotment will not reach communities with needs average or better. 

2. Permitting the States to encourage the establishment of cronic-disease 
projects where financing new construction has been the major obstacle and the 
continued need for general hospital beds a first concern. 

8. Allowing the States to review the present State hospital plans to plan for 
diagnostic and treatment centers and nursing homes in areas where the costly 
duplication of small hospitals would be the only alternative. 

4. Enabling many communities to establish central rehabilitation facilities for 
the general use of patients from small hospitals and nursing homes as well as for 
the many disabled persons not in institutions. 

5. Encouraging the construction of nursing homes in areas having the most 
critical shortages, thereby reducing the number of substandard facilities which 
are allowed to exist because of the need and the lack of more adequate facilities. 

The only suggestion for your consideration might be that the amount of the 
authorization for nursing homes be increased to $20 million and the amount for 
chronic-disease facilities decreased to $10 million. Our experience has led us to 
believe that there is much more interest and demand for the nursing home type of 
facility for the care of the chronically ill. Governing boards of general hospitals 
and hospital administrators are not yet sufficiently convinced that a chronic- 
disease unit as a part of the general hospital is the best answer to this complex 
problem. Many feel that good nursing homes either owned by, or at least 
affiliated with, general hospitals may be a better solution to this problem for the 
maiority of today’s general hospitals, particularly hospitals located in inter- 
mediate and rural areas. 

The high-cost per-patient day in a chronic-disease unit of a general hospital 
would greatly limit the number of chronically ill patients who could stay a suffi- 
cient length of time to benefit from such services. There definitely is a need for 
a limited number of such units in the more densely populated service areas, but 
the real need lies in an immediate increase in the number of nursing homes in 
the areas having the greatest shortage. 

In behalf of the Association of Hospital Planning Agencies, I want to express 
our appreciation for this opnortunity to present these comments to your committee 
for its consideration of bill S. 2758. 

Respectfully submitted. 

ViINcENT F. Oris, President. 

Senator Hiri. The committee will stand in recess until Monday, 
March the 29th, when testimony will be received on Senate bill 2778, 
which embodies the President’s recommendations concerning public 
health grants-in-aid formulas. 

(The following statements were later submitted for the record :) 


STATEMENT BY MINNIB Hoop Hopkins, Vick PRESIDENT, NATIONAL ASSOCIATION 
OF REGISTERED NURSING HOMES, INC., AND THE First VIRGINIA NursING HOME 
ASSOCIATION, INC. 


My name is Minnie Hood Hopkins. I am vice president of the National Associa- 
tion of Registered Nursing Homes, Inc., and also vice president of the First 
Virginia Nursing Home Association, Inc. Both of these associations are com- 
posed of owners and operators of proprietary nursing homes and we feel that, 
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as proprietary nursing home operators, if this bill is enacted and through public 
grants to nonprofit organizations, they are permitted to expand their facilities, 
we, as independent operators, will be deprived of an inborn American right of 
free enterprise to expand our own facilities, thus depriving us of the right to 
better meet the needs of our communities as has been pointed out so eloquently in 
other statements submitted by members of our association and allied associations 
of our profession. 

In view of the part that the proprietary nursing home has played in the past 
and is anxious to play in the future in meeting the needs of the long-term-care 
patient, we believe that should this bill be considered favorably by your honorable 
body, for the protection and welfare of our Nation and for the protection and 
welfare of the proprietary nursing homes that there should be included under 
section 623A of the Hill-Burton Act and under the appropriate section of the 
present S, 2758 an amendment providing for the designated State agency for the 
administration of the plan to inciude in its body a representative of the pro- 
prietary nursing home. The agency of the State either in existence at the 
present time or to be created will have the opportunity of drawing upon the 
experience of our association and our members who are cognizant of the need 
of each community and will have the opportunity of knowing when the need 
of a newly created nursing home facility if apparent or real, or whether such 
application made by a nonprofit group would be in competition with existing 
facilities. 

It is an established fact that people who have their own money invested, take 
a personal interest in the patients in their homes and work harder to make these 
nursing homes a success, we feel that because they have their money and years 
of their lives invested in their establishments, the proprietary nursing home 
operator will give their time to this agency to protect their interest and the 
interest of their patients. 

It has been brought out in testimony before that in recent years so many years 
have been added to the life span of man, we, proprietary nursing home operators 
like to think that through our personal care in private proprietary homes, we are 
also adding living to these years. We would like to be allowed to continue to 


do so 


STATEMENT BY HARI EKLUND, PRESIDENT, NEw YorkK STATE Nurstnc Home 
ASSOCIATION, INC. 


My name is Hari Fklund. I reside at 25 Ridgeview Avenue, White Plains, N. Y., 
where for nearly a quarter of a century, I have served as owner and administra- 
tor of “Resthaven,” an accredited nursing home—an internationally known and 
patronized proprietary medical care facility. 

As president of the New York State Nursing Home Association, Inc.—a non- 
profit membership organization designed to enhance the welfare of the aged 
and infirm through nursing home operational standards and ethics—I represent 
approximately 400 proprietary nursing homes or similar institutions. 

As concerning Senate bill 2758, or any similar proposed national legislation the 
New York State Nursing Home Association supports the position officially adopted 
by the National Association of Registered Nursing Homes, Inc., to which we are 
affiliated hoth by membership agreement and by cooperative procedures. 

I deeply appreciate the courtesy extended to our association by this esteemed 
and most respected committee to add our testimony concerning the proposed 
legislation. 

We are seriously concerned with two major premises. One—the welfare of the 
national economy, and the nondisruption of progress of the existing proprietary 
nursing homes and similar institutions. 

The total proprietary nursing home investment for plant and equipment in 
New York State approximates $60 million. Conservative estimates indicate that 
the annual payroll for these institutions is $25 million, which on a 15-percent 
basis represents a Federal payroll withholding tax of $2,750,000. 

Such items when considered on a national seale clearly indicates that we are 
dealing here with a multi-billion-dollar industry or profession. Any influence 
that tends to disrupt the growth and development of this important private 
initiative segment of our population, in equal ratio, tends to weaken the indus- 
trial structure of the entire Nation. 

Gigantic forces are abroad today in the whole world which strives for the 
ascendency of one or the other ways of life. Our Nation is dedicated to the 
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democratic principle of self-determination and private initiative and enterprise 
wherein the spirit of man only may find freedom. Any legislation affecting the 
basic freedoms of our people warrants careful consideration indeed. 

Our association is willing to support legislation similar to S. 2758 provided 
that in the subsequent surveys and in the determinations affecting need and 
eligibility, representation be extended to include nursing homes and similar 
institutions utilizing nonprofit nursing home association’s appointed advisory 
committees or similar equitable representation. 





STATEMENT BY JAMEs M. Rosen, M. D. PRESIDENT, New York City NURSING 
HoME ASSOCIATION, INC. 


The National Association of Registered Nursing Homes is the oldest organiza- 
tion of its kind in the United States, It is a nonprolit association composed of 
nursing and convalescent home owners and operators, pledged to high standards 
of nursing care and to a high code of ethics. The officers, all of whom own or 
operate one or more institutions, serve the association without compensation. 
Our members have many years experience and are well qualified both by educa- 
tion and service to speak on the problems of caring for the aged, convalescent, 
infirm and chronic patient. 

It is the opinion of all the members of the association that no group truly 
interested in the care of the sick, could possibly oppose a bill which is intended 
to enhance any program of medical and nursing care. It is obvious, therefore, 
that we favor the intent of H. R. 7341, the amended H. R. 8149, and the com- 
panion bill S. 2758. However, we respectfully submit that the provisions of 
this pending legislation as written present a serious omission in their complete 
disregard of the proprietary nursing home. 

Our thinking and concern regarding the failure to include the proprietary 
nursing home in planning for extension of the National Health Program is dic- 
tated by three general considerations, namely : 

1. What is best for the patient? 

2. What is fair and reasonable for the proprietary nursing homes? 

3. What is of the greatest benefit to the Government in planning the program? 

Regarding the first point, “What is best for the patient?’ we do not believe that 
the above-mentioned omission serves the patient’s best interests. The patient, 
himself, is the basic and primary factor in the consideration of a health prozram., 
He must be provided with sufficient and adequate facilities to meet his needs. 
In order to properly measure his needs, the patient must be described carefully. 

It is generally agreed that no clear, commonly accepted defin'tion of the nurs- 
ing home type of patient exists. Such a patient is loosely referred to as chronic, 
convalescent, infirm, disabled, aged, and long-term care. The decree of devia- 
tion of this group from the so-called acutely ill patient has a wide range, and 
is determined in great measure by who may be do ng the classifying, where such 
classification is being made, and the p-rpose of such classification. Medical, 
administrative and economic considerations dictate an overall descript’on of a 
patient suitable for nursing home care as being one who, regardless of age, has 
had complete diagnostic study, a full measure of curative therapy and every 
advantage of rehabilitation efforts. Evcept for the convalescent pat’ent, who 
is defined as a person recovering from an acute illness and expected to regain 
his former health status, his prognosis for recovery or improvement is scienti- 
fically determined to be nil. His medical requ'rements are finally adjud7ed to 
be occasional medical supervision, palliative treatment, and varying amounts of 
professional and nonprofessional nursine sills. One no longer employs the 
term “incurable” for this unfortunate patient. Fut incurable he is, a burden 
to the community, to his family and to himself. His expected life span may be 
weeks or it may be years. 

The question naturally follows: How can we best care for this unfortunate 
human? He, obviously, more than anything else, requires a permanent placement. 
Such placement, experts in the field agree, should be in surroundings which 
simulate home as nearly as possible. These homes should be noninstitutional 
in size, architecture, furnishings, decoration and atmosphere; they should pro- 
vide unobstrusive professional nursing supervision, and aid in dressing, feeding, 
bathing, walking and personal needs. Above all, they should provide the intimate 
personal contacts so necessary to the helpless. The homes should be so located 
that they will be readily accessible to relatives, friends and churches. 
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These ure the things that the proprietary nursing homes represent. These 
are the very advantages that they offer. in contrast to the cold, impersonal, large, 
institutional facilities of many governmental and nonprofit agencies. 

The nursing heme owner and proprietor is a community-minded individual 
with an innate sympathy for the disabled, aged, and helpless. He enrolls in 
this segment of the medical care team as a matter of choice, and invests his own 
capital and hard work to back his interest and choice. 

From the patient’s point of view, it is imperative that he be given every oppor- 
unity to retain every possible vestige of dignity and self-respect in his remaining 
years. In many areas, under present procedure, in proprietary nursing homes, 
the public asistance recipient is paid his allotment for room and board directly. 
He in turn, pays the nursing home for the care received. Placement of public 
assistance recipients in governmental institutions and in many nonprofit insti- 
tutions eliminates this direct payment plan. It also takes from the patient 
the right to choose for himself a place of permanent residence. Th's in a meas- 
ure is a revision to the outmoded concept of the almshouse and poorhouse. 

Regarding our second point, “What is fair and reasonable for the proprietary 
nursing hcmes?”, the proprietary nursing homes pioneered in the field of nursing 
home care, and led the way out of the dark ages of institutionalized neglect of the 
chronically ill, infirm, and aged. Private enterprise, as so generally the case, 
led the way. Unfortunately, it is not generally known that most of the proprie- 
tary nursing homes did not, and do not, limit their admission to those able to 
pay high rates. They admit a great many public-assistance cases at very low 
rates. 

In New York City, for example, the proprietary nursing homes care for some 
1,500 “welfare patients,” at rates as low as $130 per month, and have recently 
made available an additional 700 to 80 beds to the hospital and welfare depart- 
ments. This is true of the nursing homes throughout New York State. In 
some areas of the Nation, the rates are even lower for the so-called indigent case. 
Many of these patients are ineontinent, bedridden, and totally helpless. They 
have been overcrowding the facilities of general hospitals, occupying the beds 
badly needed for the acutely ill. The average cost of care in the general hos- 
pital is about $18 per day, or almost $550 per month. In spite of this fact 
in spite of the substantial savings made possible in the proprietary nursing 
homes, it is these very nursing homes which are ignored and omitted in legis- 
lation which purports to expand the health program of the Nation. 

Bill S. 2758 proposes aid for the public and nonprofit agencies but not for 
the proprietary group. Nonprofit agencies admit patients who are able to pay 
their way, those who pay their way partially, and those who require total assist- 
ance from public and private agencies. In return for the designation of ‘“non- 
profit’, these agencies are given the benefit of tax exemptions, the right to go 
to the community for soliciting of funds, and of course, a sizable sum of money 
from tax funds. 

Just as the nonprofit institutions, we, the proprietary nursing homes in this 
country, admit people who are able to pay their way, people who can only 
partially pay their way, and people for whom private and governmental agencies 
have assumed responsibility. The unhappy difference is that we have no tax 
exemptions, no right of fund solicitation, and no recourse to tax funds in char- 
itab’e institution budgets. 

Ours is a very, very difficult role. We are a recognized member of the med- 
ical care team in the total medical care program, locally, statewide and nation- 
ally, yet for some reason, which we believe is purely an oversight, no mention is 
made in S. 2758 of the proprietary nursing home. If enacted into law in its 
present form, this bill will result in the closing of the great majority of pro- 
prietary nursing homes. 

The nonprofit institution is not precluded from admitting patients who are able 
to pay, and additional funds will be made available to it for expansion and con- 
struction of facilities for the admission of the semi-indigent and indigent patient. 
Since the indigent patient has no choice in the matter, routine placement in the 
nonprofit institution will be the inevitable result. Thousands of beds geared 
to the indigent patient will remain vacant in the proprietary institutions. 

In terms of dollars and cents, the proprietary nursing homes represent a 
nationwide investment of approximately $1.5 billion, more than $10 million in 
New York City, and about $60 million in New York State. It is estimated that 
there are 500,000 beds in proprietary nursing homes in the United States. There 
are 4,000 beds in New York City, and 25,000 beds in New York State. The pro- 
prietary nursing homes employ about 170,000 persons. New York City homes 
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employ about 2,000 and New York State 8,500. The national payroll for em- 
ployees is close to $8% million weekly. The payroll in New York City is about 
$100,000 a week and in New York State $425,000 a week. These are impressive 
facts. The proprietary nursing homes represent a sizable industry in the Ameri- 
can economy. Any legislation, therefore, that may eliminate this segment of 
the economic structure must be most carefully considered. 

The people who own and operate proprietary nursing homes bring to their 
chosen work a great many years of experience in a highly specialized field. They 
also offer a direct personal interest in each patient’s welfare. Bluntly put, nurs- 
ing home proprietors’ failure or success in making their living, and the degree 
of their success, depend totally on the degree to which they possess this interest 
and concern. Persons who administer the nonprofit institutions may have the 
same training and experience to offer. They do not and cannot have the same 
stimulus for personal concern and interest in the patient. 

We wish to stress one final point in our consideration of what is fair and rea- 
sonable in considering this legislation in relation to the proprietary nursing 
homes. It seems to us that in the exclusion of our agency frem the benefits of 
this legislation, we are asked to face a type of unfair competition which is com- 
pletely foreign to the basic principle of “free enterprise and private initiative” 
so frequently and so ably expressed by our executive and legislative leaders. 

Regarding our third point, “What is of greatest benefit to the Government in 
planning this program?’’, we submit that in all program planning it is axiomatic 
that existing agencies and facilities be utilized. This constitutes sound reasoning, 
The experience and the structure is there. Much time and expense can be saved, 
and there is much to be gained by making use of the existing proprietary nursing 
home. 

In testimony before the Committee on Interstate and Foreign Commerce, in the 
House of Representatives, it was stated that the per-bed construction cost in the 
Government planned nursing homes would be $8,000. As we have already pointed 
out in our statistics on investments, private interprise is presently supplying the 
same facilities at a cost of less than $4,000 per bed. 

Careful thought and consideration should be given to any group, be they desig- 
nated “proprietary” or “nonprofit,” which can produce for governmental use 
equivalent facilities at less than half the cost as shown in the Government survey. 

From these facts that we have quoted, we believe that should this bill be con- 
sidered favorably by your honorable body, for the protection and welfare of our 
Nation and for the protection and welfare of the proprietary nursing homes that 
there should be included under section 623A of the Hill-Burton Act and under 
the appropriate section of the present S-2758 an amendment providing for the 
designated State agency for the administration of the plan to include in its body 
a representative of the proprietary nursing home. The agency of the State either 
in existence at the present time or to be created will have the opportunity of 
drawing upon the experience of our associations and our members who are cog- 
nizant of the need of each community and will’have the opportunity of knowing 
when the need of a newly created nursing home facility is apparent or real, or 
whether such application made by a nonprofit group would be in competition 
with existing facilities. 

We again wish to emphasize that the disruption of a profession of the size 
indicated above can not help but result in both individual and corporate tax 
losses to the Government and can not be disregarded. 





STATEMENT OF ZUZIE SIEGAL, PRESIDENT, NATIONAL ASSOCIATION OF REGISTERED 
NuRSING HOoMEs, INc. 


The National Association of Registered Nursing Homes, Inc., is the oldest 
organization of its kind in the United States. It is a nonprofit association 
composed of nursing and convalescent homeowners and operators, pledged to 
high standards of nursing care and to a high code of ethics. The officers, all 
of whom own or operate one or more institutions, serve the association with- 
out compensation: Our members have many years experience and are well 
qualified both by education and service to speak on the problems of caring for 
the aged, convalescent, infirm, and chronic patient. 

It is the opinion of all the members of the association that no group truly 
interested in the care of the sick, could possibly oppose a bill which is in- 
tended to enhance any program of medical and nursing care. It is obvious, 
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therefore, that we favor the intents of H. R. 7341, the amended H. R. 8149, 
and the companion bill S. 2758. However, we respectfully submit that the 
provisions of this pending legislation as written present a serious omission 
in their complete disregard of the proprietary nursing home. 

Our thinking and concern regarding the failure to include the proprietary 
nursing home in planning for extension of the national health program is 
dictated by three general considerations, namely: 

1. What is best for the patient? 

2. What is fair and reasonable for the proprietary nursing homes? 

3. What is of greatest benefit to the Government in planning the program? 

Regarding the first point, “What is best for the patient?’, we do not be- 
lieve that the ahove-mentioned omission serves the patient’s best interests. 
The patient, himself is the basic and primary factor in the consideration of 
any health program. He must be provided with sufficient and adequate fa- 
cilities to meet his needs. In order to properly measure these needs, the 
patient must be described carefully. It is generally agreed that no clear, com- 
monly accepted definition of the nursing home type of patient exists. Such a 
patient is loosely referred to as chronic, convalescent, infirm, disabled, aged, 
and long-term-care. The degree of deviation of this group from the so-called 
acutely ill patient has a wide range, and is determined in great measure by 
whom may be doing the classifying, where such classification is being made, 
and the purpose of such classification. Medical, administrative, and economic 
considerations dictate an overall description of a patient suitable for nursing- 
home care as being one who, regardless of age, has had complete diagnostic 
study, a full measure of curative therapy and every advantage of rehabilita- 
tion efforts. Except for the convalescent patient, who is defined as a person 
recovering from an acute illness and expected to regain his former health 
status, his prognosis for recovery or improvement is scientifically determined 
to be nil. His medical requirements are finally adjudged to be occasional 
medical supervision, palliative treatment, and varying amounts of professional 
and nonprofessional nursing skills. One no longer employs the term “incur- 
able” for this unfortunate patient. But incurable he is—a responsibility to 
the community and to his family. His expected life span may be weeks or 
it may be years. 

The question naturally follows: How can we best care for this unfortunate 
human? He obviously, more than anything else, requires a permanent place- 
ment. Such placement, experts in the field agree, should be in surroundings 
which simulate home as nearly as possible. These homes should be nonin- 
stitutional in size. architecture, furnishings, decoration and atmosphere; they 
should provide unobtrusive professional nursing supervision, and aid in dress- 
ing, feeding, bathing, walking, and personal needs. Above all, they should 
provide the intimate personal contacts so necessary to the helpless. The homes 
should be so located that they will be readily accessible to relatives, friends, 
and churches. 

These are the things that the proprietary nursing homes represent. These 
are the very advantages that we offer, in contrast to the cold, impersonal, large, 
institutional facilities of many governmental and nonprofit agencies. 

The nursing homeowner and proprietor is a community-minded individual 
with an innate sympathy for the disabled, aged, and helpless. He enrolls in 
this sevment of the medical care team as a matter of choice, and invests his 
own capital and hard work to back his interest in his profession. 

From the psychological point of view, it is imperative that the patient be 
given every opportunity to retain every possible vestige of dignity and self- 
respect in his remaining years. In many areas, under present procedure, in 
proprietary nursing homes, the public-assistance recipient is paid his allot- 
ment for room and board directly. He, in turn, pays the nursing home for 
the care received. Placement of public-assistance recipients in governmental 
institutions and in many nonprofit institutions eliminates this direct-payment 
plan, It also takes from the patient the right to choose for himself a place 
of permanent residence, and choice of personal physician. This in a measure 
is a reversion to the outmoded concept of the almshouse and poorhouse. 

Revarding our second point, ‘““‘What is fair and reasonable for the pro- 
prietary nursing homes?”, the proprietary nursing homes pioneered in the field 


of nursing-home care, and led the way out of the dark ages of institutionalized 
neglect of the chronically iil, infirm, and aged. 

Private enterprise, as it always has in the past, again led the way. Un- 
fortunately, it is not generally known that most of the proprietary nursing 
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homes did not, and do not, limit their admissions to those able to pay high 
rates. They admit a great many public-assistance cases at very low rates. 
Many of these patients are incontinent, bedridden, and totally helpless. They 
have been overcrowding the facilities of general hospitals, occupying the beds 
badly needed for the acutely ill. The average cost of the care in the general 
hospital is about $18 per day, or almost $550 per month. In spite of this fact, 
in spite of the substantial savings made possible in the proprietary nursing 
homes, it is these very nursing homes which are ignored and omitted in legis- 
lation which purports to expand the health program of the Nation. 

sill S. 2758 proposes aid for the public and nonprofit agencies but not for the 
proprietary group. Nonprofit agencies admit patients who are able to pay their 
way, those who pay their way partially, and those who require total assistance 
from public and private agencies. In return for the designation of “nonprofit,” 
these agencies are given the benefit of tax exemptions, the right to go to the 
community for soliciting of funds, and of course, a sizable sum of money from 
tax funds. 

Just as the nonprofit institutions, we, the proprietary nursing homes, admit 
people who are able to pay their way, people who can partially pay their way, 
and people for whom private and governmental agencies have assumed respon- 
sibility. The unhappy difference is that we have no tax exemptions, no right 
of fund solicitation, and no recourse to tax funds in charitable institution 
budgets. 

Ours is a very, very difficult role. We are a recognized member of the medical 
care team in the total medical care program, locally, state-wide and nationally, 
yet for some reason, which we believe is purely an oversight, no mention is 
made in 8S. 2758 of the proprietary nursing home. If enacted into law in its 
present form, this bill will result in the closing of the great majority of pro- 
prietary nursing homes. 

We wish to stress one final point in our consideration of what is fair and 
reasonable in considering this legislation in relation to the proprietary nurs- 
ing homes. It seems to us that in the exclusion of our agency from the benefits 
of this legislation, we are asked to face a type of unfair competition which is 
completely foreign to the basic principle of free enterprise and private initiative 
so frequently and so ably expressed by our executive and legislative leaders. 

Regarding our third point, “What is of greatest benefit to the Government in 
planning this program?’, we submit that in all program planning it is axiomatic 
that existing agencies and facilities be utilized. Ths constitutes sound reason- 
ing. The experience and the structure is there. Much time and expense can be 
saved, and there is much to be gained by making use of the existing proprietary 
nursing home. 

In testimony before the Committee on Interstate and Foreign Commerce, in 
the House of Representatives, it was stated that the per-bed construction cost in 
the Government planned nursing homes would be $8,000. As we have already 
pointed out in our statistics on investments, private enterprise is presently sup- 
plying the same facilities at a cost of less than $4,000 per bed. 

Careful theught and consideration should be given to any group, be they desig- 
nated “proprietary” or “nonprofit,” which can produce for governmental use 
equivalent facilities at less than half the cost as shown in the Government 
survey. 

We again wish to emphasize that the disruption of a profession cannot help 
but result in both individual and corporate tax losses to the Government and 
cannot be disregarded. 


STATEMENT OF MELVIN A. CASE, Vick PRESIDENT, NATIONAL ASSOCIATION OF REQGIS- 
TERED NURSING HoMEs, INc. 


By name is Melvin A. Case. I am vice president of the National Association 
of Registered Nursing Homes, Inc., and vice president of the New York State 
Nursing Home Association, Inc., both of these associations are composed of pro- 
prietary nursing home owners and operators. I am in full accord with the 
testimony made by other members of our association and the other associations of 
nursing homes. 

I would like to make a point of the financial and economical status of proprie- 
tary nursing homes. 

During the hearings on H. R. 7341, it has been testified that there are 20,000 
nursing homes in the United States. Assuming for this discussion the figure of 
20,000 nursing homes, it is important to note the following: the average capital 
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investment per nursing home is conservatively set at $60,000. The total esti- 
mated investment, therefore, is $1,200 million. The average nursing home has a 
bed capacity of 25, providing therefore, an approximate total of 500,000 beds. 
For the care of its guests, under present standards, each nursing home employs, 
roughly speaking, one person for every three patients, or in round numbers a 
total of 170,000 persons. The average weekly salary of such employees is about 
$50.00, or about $8,500,000 weekly. The sum total of these figures cannot help 
but impress you with the fact that we who address you on 8. 2758 today repre- 
sent a large financial stake in the American economy. 

We have never asked for subsidies, and we have carried a tax burden through 
the years, growing because of the pride we have in our work and the interest we 
have in our patients. 


STATE OF CONNECTICUT, 
DEPARTMENT OF HEALTH, 
Hartford 15, March 17, 1954. 
Hon. WritraM A. PURTELL, 
Chairman, Subcommittee on Health, 
Senate Committees on Labor and Public Welfare 
United States Senate, Washington, D. C. 

DEAR SENATOR PURTELL: It has come to our attention that your committee is 
holding hearings on the Wolverton Amendment to the Hill-Burton Act. 

It is our desire to give you a brief outline of the present nursing home (chronic 
and convalescent hospital, Connecticut General Statutes, Sec. 1545c, Sanitary 
Code Regulation 200) situation in Connecticut and the anticipated value of Fed- 
eral funds to aid in construction of such facilities. There is attached hereto a 
brief statement in which these facts are set forth. 

Sincerely yours, 

STANLEY H. OSBORN, 
Commissioner. 


BRIEF OUTLINE OF THE CHRONIC AND CONVALESCENT HOSPITAL SITUATION IN 
CONNECTICUT 
Chronic and Convalescent Hospitals (occasionally called nursing homes) 


In Connecticut at this time, we have a total of 201 institutions providing 5,660 
beds for the care of the chronically ill. These may be classified as follows: 


Number of Number of 
institutions beds 
1, By function 
Chronic disease hospitals !___ : : t : 3 6 | 881 
Nursing homes 2 . Sad irene 195 4,779 
Total ; oe - 201 | 5, 660 
2. By sponsorship as a 
Government and nonprofit ! be shithintntainiel 16 1, 210 
Proprietary ‘ : 185 4, 450 
Total ; 3 biccan 201 | 5, 660 


! Chronic disease hospitals: 1. St. Luke’s Hospital, Greenwich (nonprofit corporation); 2. Hillside Home 
and Hospital, Bridgeport (city); 3. Masonic Home and Hospital, Wallingford (fraternal); 4. New Britain 
Memorial Hospital, New Britain (nonprofit); (partially commission on care and treatment of chronically 
ill aged and infirm); 5. Hospital of Commission on Care and Treatment of Chronically Ill, Aged and In- 
firm, Rocky Hill (State); 6. Newington Home and Hospital, Newington (nonprofit corporation). Other 
Government and nonprofit: 1. Odd Fellows Home, Groton (fraternal); 2. Children’s Center, Hamden 
(nonprofit corporation); 3. Notre Dame Convalescent Home, Norwalk (chureh); 4. Jefferson House. 
Hartford (nonprofit corporation); 5. Hebrew Home for the Aged, Hartford (nonprofit corporation); 6. 
Howood House, Hartford (nonprofit corporation); 7. Curtis Home Infirmary, Meriden (nonprofit corpo 
ration); 8. Hillside Home Infirmary, New London (city); 9. Nathaniel Witherell Hospital, Greenwich 
(city); 10. MeGook Memorial Hospital, Chronic Unit, Hartferd (City). ; 

?In Connecticut, nursing homes are legally chronic and convalescent hospitals. 


On December 18, 1953, the occupancy rates of these institutions were as follows: 
Government and nonprofit, 90 percent occupancy; proprietary, 94 percent occu- 
pancy. 
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DOMICILIARY HOMES FOR AGED 


In addition to the above, we have approximately 50 nonprofit domiciliary homes 
for the aged (mostly endowed). Many of these undertake to care for their aged 
residents for the remainder of their lives, but some do not have an acceptable 
infirmary unit because existing buildings do not meet the requirements of the 
Connecticut fire-safety code for nursing homes. It is anticipated that the Wol- 
verton amendment funds, if available, will in Connecticut be used largely to meet 
this important need. 

It is understood that, if the Wolverton amendment is passed, Connecticut will 
receive approximately $70,000 per year for construction of nonprofit nursing 
homes.’ At the minimum rate of participation—3314 percent—this would mean 
about $200,000 of such construction or, at the estimated cost of $8,000 per bed, 25 
additional beds per year. 


SUMMARY 


We estimate that (1) there will be an increase from 1952 to 1967 of 19.7 percent 
in Connecticut residents over 65 years of age; (2) the occupancy rate of existing 
facilities is now very high, 90 to 94 percent; (3) it is already difficult and in some 
areas impossible to find much-needed beds. 

The objectives of the Connecticut licensing agency—State department of 
health—is to stimulate the provision of good facilities and personnel for the 
care of the chronically ill at the lowest cost compatible with its standards. This 
agency is not concerned with the type of sponsorship. It works with existing 
institutions toward constant improvement of standards of care. It makes an 
effort to guide prospective new operators in regard to local bed need and the 
establishment and maintenance of a good institution, whether the prospective 
institution be proprietary or nonprofit. The very fine work which has been and 
is being done by proprietary nursing homes* in Connecticut is very well recog- 
nized. Connecticut is proud of its high standards of care and even prouder of 
its continuing efforts to improve these standards. 





WASHINGTON, D. C., March 19, 1954. 
Re 8. 2758. 
Hon. WILLIAM A. PURTELL, 
Chairman, Subcommittee on Health, Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 

Dear Mr. PurtTeELL: 8S. 2758, amending the Hil!l-Burton Act, defines hospitals 
and related facilities as those in which patient care is under the supervision of 
“persons licensed to practice medicine in the State.” 

That language might be interpreted to disqualify osteopathic applicants in 
three-fourths of the States. We, therefore, respectfully request that the bill be 
amended, on page 13, after line 22, to add the following: 

“(p) The term ‘persons licensed to practice medicine in the State’ includes 
licensed doctors of osteopathy within the scope of their practice as defined by 
State law.” 

As an alternative, amend the bill to conform with the amendments of section 
631 of the Public Health Service Act as contained in H. R. 8149 as it passed the 
House. 

Doctors of osteopathy are licensed in all the States. They are expressly 
“licensed to practice medicine” in about one-fourth of the States. Generally, 
they are licensed to practice osteopathy and surgery. 

Four out of five osteopathic hospital projects which have received or are receiv- 
ing Hill-Burton construction funds are located in States licensing the practice of 
osteopathy and surgery. 

American Osteopathic Association records list 386 osteopathic hospitals with 
upward of 12,000 total beds in the United States. A Brookings Institution 
survey, published in 1952, based on reports from 91 osteopathic hospitals, showed 
183,462 admissions, with 1,238,312 days of care. The nonprofit hospitals received 
69 percent of the admissions and provided 64 percent of the total days of care. 
The general hospital accounted for the great majority of all use of osteopathic 
hospitals. 





2In Connecticut, nursing homes are legally chronic and convalescent hospitals. 
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The American Osteopathic Association supported the Hill-Burton Act when it 
was before this committee in 1946, and favors implementing the President’s 
January 18 health message for broadening that act. : 

Very truly yours, 
LAWRENCE L. GOURLEY, 
Legal Counsel, American Osteopathic Association. 





THE AMERICAN INSTITUTE OF ARCHITECTS, 
Washington, D. C., March 18, 1954. 
Hon. H,. ALEXANDER SMITH, 





‘ . aon ‘ * 
Chairman, Committee on Labor and Public Welfare, 
Senate Office Building, Washington, D. C. 
My Dear SENATOR SMITH: The American Institute of Architects is in favor of 
the administration’s recommendation to amend the hospital survey and construc- 
tion provisions of the Public Health Service Act, as proposed in 8S. 2758. . - 





As private citizens we recognize our Government's responsibility and the role 
that it should play in helping communities to meet vast unfilled needs in the 
medical field. We acknowledge that many of these have been seriously neglected. 


It is in the public interest to extend the program as proposed. * 
As architects, we have considerable knowledge of the present hospital survey | 

and construction program. Because of our experience with the workings of 

that program, we believe that any extension of Federal assistance in the medical “a 


field should follow the pattern established under the earlier act. 
Therefore, if it is possible, we should like to have the attached statement 
appear in the record of the hearings on 8S, 2758, held by your committee. 
Very sincerely, 
EDMUND R. Purves, Precutive Director. 


STATEMENT ON SS, 2758 


The American Institute of Architects, the national professional association 
representing nearly 10,000 American architects, endorses the proposed amend- 
ments to the hospital survey and construction provisions and the Public Health 
Service Act, as proposed in S. 2758. 

The Institute has had more than a passing interest and knowledge of the 
hospital survey and construction program, having backed the initial legislation 
in 1946. To the architect, the philosophy of this act and its administration 
represents an outstanding example of how cooperation between a Federal agency 
and private enterprise may be achieved. 

As President Eisenhower has pointed out, there are vast needs for facilities 
for the diagnosis and treatment of ambulatory patients, for the chronically ill, 
for rehabilitation, and for nursing homes. It is apparent that these needs will 
not be met without Federal contributions to supplement available local funds. 
If such Federal aid is to be authorized for these additional medical facilities, * 
we should like to be assured that the program will be well planned and 
administered. 

We believe that passage of S. 2758 will accomplish this objective, through 
following the highly successful pattern of the earlier act. We, therefore, should 
like to go on record as in favor of the bill. 


AMERICAN NURSES’ ASSOCIATION, INc. 
New York 16, N. Y., March 24, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Senate Committee on Labor and Public Welfare, 
Senate Office Building, Washington, D. C. 

DeaR Mk, SMItrH: The American Nurses’ Association, an organization of reg- 
istered professional nurses, with a membership of 170,000 nurses in 58 constitu- 
ent State and Territorial associations, wishes to record an opinion on legislative 
proposals to expand health services which are now before your committee. We 
note that you are now Conducting hearings on S. 2758 and H. R. 8149—bills “to 
amend the hospital survey and construction provisions of the Public Health 
Service Act to provide assistance to the States for surveying the need for diag- 
hostic or treatment centers, for hospitals, for the chronically ill and impaired, 
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for rehabilitation facilities, and for nursing homes, and to provide assistance in 
the construction of such facilities through grants to public and nonprofit agencies, 
and for other purposes.” 

Since nurses support measures which promise to bring better health to the 
American people through the expansion of health facilities, we would favor the 
general principles of the proposed legislation. 

We recognize the great need for more hospital beds, and for the other special 
facilities which the enactment of these bills would provide. However, we are 
greatly concerned that there appears to be little or no consideration given to 
the problem of providing personnel, especially nursing personnel. Already ex- 
isting facilities are not as effective as they could be had communities planned for 
personnel at the same time that they planned for their buildings. Surveys of 
nursing needs and resources have been completed in most States. Reports of 
these studies are available and should prove very useful in the surveys au- 
thorized in proposed amendment to the Hospital Survey and Construction Act. 

We trust that you and your committee will bear in mind the ever increasing 
demands for nursing care when you consider this and other legislative proposals 
for meeting the health needs of this country. 

Respectfully yours, 
ELIZABETH K,. Porter, R. N., President. 


AMERICAN FarM BUREAU FEDERATION, 
Washington, D. C., April 13, 1954. 
Hon. WILLIAM A. PURTELL, 
Chairman, Subcommitte on Labor and Publie Welfare, 
United States Senate, Washington, D. C. 

Dear SENATOR PurTELL: The American Farm Bureau Federation supports the 
enactment of legislation which would expand the Hill-Burton Hospital Survey 
and Construction Act by providing specific appropriation authority, and appro- 
priation of the authorized amounts, as funds to be matched, to encourage the 
construction of diagnostic and treatment centers, hospitals for the chronically 
ill and impaired, rehabilitation facilities and nursing homes for the remaining 
life of the act. Of the legislation before the Congress we believe H. R. 8149, 
passed by the House, more adequately meets the need. 

The American Farm Bureau Federation has been interested in the Hill- 
Burton Act since its inception in 1946. Members and officials of the organization 
lave been and are taking an active part in helping with the program at all levels. 

Under the encouragement of this program a good job has been done in pro- 
viding general hospitals and health centers in many of the areas of greatest 
need. Some of the projects have run into growth problems that were not fully 
anticipated in the beginning, but the overall has been good. There are still areas 
where facilities need to be provided, but because of the progress already made 
the time has come to provide more encouragement in more specific fields. Too, it 
has been demonstrated that a more complete and less costly program can be 
provided. 

Farm Bureau members are concerned about the costs involved in providing 
adequate health facilities. The policies they adopted in regard to health at our 
Jast annual meeting state, in part: 

“Rural people continue their interest in better health. They are taking steps 
to provide more adequate medical, dental, hospital, nursing, and public-health 
care in an increasing number of rural communities. In some areas still more 
physicians, nurses, and hospitals are needed. In other areas there is evidence 
that hospital construction under the Hill-Burton Act has provided hospital space 
which is creating difficult problems of economical hospital administration. We 
urge that local communities carefully study the potential difficulties of this pro- 
gram and that adequate safeguards be provided. 

“Where necessary, State and local communities can and should further expand 
their programs; economic factors must be given adequate consideration in deter- 
mining additional hospital needs.” 

In encouraging communities to provide facilities specifically designed for 
diagnostic or treatment centers, hospitals for the chronically ill and impaired, 
rehabilitation facilities, and nursing homes, we see an opportunity to reduce 
capital outlay and per patient-day costs. Construction, alteration, maintenance, 
and operating costs have risen to the point where great care must be exercised 
in providing facilities of any kind in any community. 
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Obviously, neither every rural area nor every rural county can support a 
general hospital. Many of them can support health centers and/or diagnostic 
and treatment centers. Most can support nursing homes and/or hospitals for the 
chronically ill or impaired. By providing proper professional supervision for 
these smaller facilities and working with nearby general hospitals the more 
sparsely settled and low income rural areas and counties can support needed 
programs with the greatest economy. Undoubtedly, such programs would be 
encouraged by the Federal aid that is envisioned in H. R. 8149. Through such 
means many rural counties could avail themselves of adequate, high-quality 
health and medical facilities most econemically. 

Under the Hill-Burton Act general hospitals have been built where none 
existed before and additions have been built onto existing facilities. Patients 
needing only chronically ill or impaired or nursing home care pay excessively for 
care but do not make use of all of the facilities in these general hospitals. 
County governments house indigent chronic and nursing home cases in these 
general hospitals. Besides being excessively high in per day cost (House testi- 
mony showed an average general hospital per day cost of $18.35 as compared 
to $6.63 average for long-term cases housed in proper facilities) this is an 
uneconomic use of a costly facility (Department of HEW shows average for 
general of $17,000 per bed and about $11,000 long-term). On occasion this 
procedure denies full use of a general hospital for the purposes for which it 
was provided. Providing chronic and nursing home care facilities designed 
for such purposes where needed would: (1) free general hospital beds for 
general hospital purposes, (2) lower the capital outlay required to provide ade- 
quate general hospital facilities, (3) reduce per patient-day cost to patients who 
pay, and (4) decrease the cost of care for indigent chronic and nursing cases. 

Diagnostic and treatment centers in rural areas offer an opportunity for 
better medical care to rural people. A program to encourage the building of 
such centers also gives rural people a means of providing another incentive to 
attract doctors into rural areas: which is a major consideration. There is a 
small trend in this direction, now. It needs a boost. 

In the rehabilitation field we are not able to speak with the knowledge or 
authority that we have in the others. We do observe that recent developments 
in this field seem to indicate that a sound and intelligent program here is very 
worthwhile. 

We believe legislation embodying the principles contained in H. R. 8149 
should be enacted and that funds to carry out the authority granted should be 
provided. We respectfully urge you to support such legislation. 

We request the inclusion of this statement in the record of your hearings 
dealing with this subject. 

Sincerely yours, 
Joe Betts, Legislative Assistant. 


UNITED States SENATE, 
COMMITTEE ON APPROPRIATIONS, 
May 4, 1954. 
Hon. WiLuiAM A. PURTELL, 
Chairman, Subcommittee on Health, 
United States Senate, Washington, D. C. 


Dear SENATOR: In the last few weeks I have received a number of letters and 
telegrams from Washington State calling attention to those provisions of S. 2758 
having to do with “nursing homes.” I’m passing along to you some of the 
thinking I have done in regard thereto. 

Although I have studied the proposed legislation and the explanations of the 
bill put forth by the administration, I am still not at all clear as to exactly what 
is meant by the phrase “nursing homes” as used in the bill. 

If the administration proposes to reduce the cost of hospital care by helping 
to provide facilities into which patients who have passed the acute stage of 
illness but who are still under continuing medical care can be moved, then the 
idea seems praiseworthy. Obviously such facilities cannot only provide care 
at a much lower rate but, in addition, can relieve our general hospitals of much 
of the load under which they are currently burdened. The reference of the 
Bureau of the Budget in-its comments-on the bill to “medically supervised nurs- 
ing and convalescent homes” indicates that perhaps that is what is intended 
If that is the administration's intention, I should like to suggest: 





a ea ea 


a 








PRESIDENT’S HEALTH RECOMMENDATIONS 247 


(1) That these facilities be labeled “convalescent centers” rather than 
“nursing homes” ; 

(2) That, since they are to provide for people still receiving hospital care 
even though they are over the potential-emergency stages of illness, they 
should be built “in connection with” hospitals and not as legally separate 
entities ; 

(3) That, since such facilities can be built under the existing Hill-Burton 
Act, no new legislation is needed save perhaps a provision permitting the 
construction of one convaleseent center by a group of hospitals. 

If, however, the administration, when it refers to “nursing homes,” means 
to provide Federal funds to build facilities for the care of individuals not re- 
quiring regular medical care and to deprive States which already have many 
such nursing homes run by private individuals and under competent State super- 
vision of their proper share of hospital construction funds if such States do not 
want or need such Government-financed nursing homes, then I must enter a 
vigorous protest. 

In the first place, such a proposal does not belong in either a hospital construc- 
tion or a medical facilities construction bill. 

In the second place, if such facilities are needed in some State, it would be 
much better if the Federal Government began by making long-term, low-interest 
loans available to private individuals who would agree to build and to main- 
tain such homes in accordance with State-designated standards rather than 
to put out of business, through federally financed competition, those individuals 
who through their own initiative have already built and are operating such 
nursing homes. 

Finally, no matter what type of nursing homes the administration has in 
mind, I think it is decidedly out of order for the administration to attempt to 
vitiate the basic principle of one of the best accepted laws of the land by attempt- 
ing to earmark funds under the Hill-Burton Act—by telling the States and local 
communities that they must do what Washington thinks best or be deprived of 
their due share of tax funds to which they have contributed. 

I will appreciate receiving any comments you or the staff feel inclined to 
make as a result of the observations contained in this letter. Likewise, I will 
appreciate it if you will have this communication incorporated in the hearings. 

Kindest personal regards. 

Sincerely, 

WARREN G. MAGNUSON, 
United States Senator. 


cv aneeen at 12:38 p. m., the subcommittee recessed until 10 
a. m., Monday, March 29, 1954.) 
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MONDAY, MARCH 29, 1954 


UnNrrep STATES SENATE, 
CoMMITTEE ON Labor AND Pusiic WELFARE, 
SUBCOMMITTEE ON HEALTH, 
Washington, D.C. 


The subcommittee met at 10:05 a. m., pursuant to notice, in the 
Old Supreme Court Chamber, Senator William A. Purtell presiding. 

Present: Senators Purtell (presiding), H. Alexander Smith, Gold- 
water, Cooper, Hill, and Lehman. 

Senator assarvias (presiding). The committee will come to order. 

We will dispense with the call of the committee’s roll. The other 
members of the committee are on other committee assignments, and 
Senator Purtell, in particular, wanted me to give his apologies for 
not being here today to begin the hearing. It is the first meeting and 
probably the only meeting the Senator will miss. 

This morning we are going to commence hearings on S. 2778, which 
is one of several bills pertaining to a revision of the Federal grants-in- 
aid formula. 

I would like to insert in the record at this time the bill S. 2778 and a 
report from the Bureau of the Budget on this bill, together with a 
report from the Department of Health, Education, and Welfare. 

(The bill and the reports are as follows :) 


{S. 2778, 88d Cong., 2d sess.) 


A BILL To amend the Public Health Service Act.to promote and assist in the extension and 
improvement of public health services, to provide for a more effective use of available 
Federal funds, and for other purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That this Act may be cited as the “Public 
Health Grant-in-Aid Amendments of 1954.” 

Sec. 2. Section 314 of the Public Health Service Act is hereby amended to read 
as follows: 


“GRANTS AND SERVICES TO STATES 


“Sec. 314. (a) There are hereby authorized to be appropriated for each fiscal 
year, beginning with the fiscal year ending June 30, 1956, such sums for grants 
to carry out the purposes of this section as the Congress may determine. The 
sums so appropriated for any fiscal year shall be available for— 

“(1) grants to States to assist them in meeting the costs of public health 
services ; 

“(2) grants to States to assist them in initiating projects for the extension 
and improvement of their public health services; and 

“(3) grants to States and to public and other nonprofit organizations and 
agencies to assist in combating unusually severe public health problems in 
specific geographical areas, in the carrying out of special projects which 
hold unique promise of making a substantial contribution to the solution 
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of public health problems common to a number of States, and in meeting 
problems of special national significance or concern. 
The portion of such sums which :hall be available for each of such three types 
of grants shall be specified in the Act appropriating such sums. 

“(b) (1) From the sums available for any fiscal year for grants to States to 
assist them in meeting the costs of their public health services, each State shall 
be entitled to an allotment of an amount which bears the same ratio to such 
sums as the product of (1) the population of the State and (2) the square of 
its allotment percentage (as determined under subsection (h)) bears to the 
sum of the corresponding products for all the States. The allotment to any State 
under the preceding sentence for any fiscal year which is less than $55,000 (or 
such other amount as may be specified as a minimum allotment in the Act appro- 
priating such sums for such year) shall be increased to that amount, the total 
of the increases thereby required being derived by proportionately reducing the 
allotments to each of the remaining States under the preceding sentence, but 
with such adjustments as may be necessary to prevent the allotment of any of 
such remaining States from being thereby reduced to less than that amount. 

*“(2) From each State’s allotment under this subsection for any fiscal year, 
the Surgeon General shall pay to such State an amount equal to its Federal 
share (as determined under subsection (j)) of the cost of public health services 
under the plan of such State, approved under subsection (e), including the cost 
of training of personnel for State and local health work and including the cost 
of administration of the State plan. 

“(c) (1) From the sums available for any fiscal vear for grants to States to 
assist them in initiating projects for the extension and improvement of their 
public health services, each State shall be entitled to an allotment of an amount 
bearing the same ratio to such sums as the population of such State bears to 
the population of all the States. The allotment to any State under the preceding 
sentence for a fiscal year which is less than $25,000 (or such other amount as 
may be specified as a minimum allotment in the Act appropriatin® such sums 
for such year) shall be increased to that amount, the total of the increases 
thereby required being derived by proportionately reducing the allotments to 
each of the remaining States under the preceding sentence, but with such ad- 
justments as may be necessary to prevent the allotment of any of such remain- 
ing States from being thereby reduced to less than that amount. 

“(2) From each State’s allotment under this subsection for any fiscal year, 
the Surgeon General shall pay to such State a portion of the cost of approved 
projects for the extension and improvement of public health services (including 
their administration and the training of personnel for State and local health 
work) under the State plan. The Surgeon General shall approve any project 
for purposes of this subsection only if the State plan approved under subsection 
(e) includes such proiect or is modified to include it and only if he finds the proj- 
ect constitutes an extension or improvement of public health services under the 
State plan or will contribute materially to such an extension or improvement. 

“(3) Payments under this subsection with respect to any project may be made 
for a period of not to exceed six years beginning with the commencement of the 
first fiscal year for which any payment is made with respect to such project from 
an allotment under this subsection. To the extent permitted by the State’s 
allotment under this subsection, such payments with respect to any pro‘ect shall 
be equal to 75 per centum of the cost of such project for the first biennium in 
such period, 50 per centum of such cost for the second biennium in such period, 
and 25 per centum of such cost for the last biennium in such period ; except that, 
at the request of the State, such payments may be less than such percentage of 
the cost of such project. 

“(4) No payment may be made from an allotment under this subsection with 
respect to any cost with respect to which any payment is made under subsection 
(b). 

“(d) (1) From the sums available therefor for any fiscal year, the Surgeon 
yeneral shall make grants to States and public and other nonprofit organizations 
and agencies for paying part of the cost of combating unusually severe public 
health problems in specific geographical areas, of carrying out special projects 
which hold unique promise of making a substantial contribution to the solution 
public health problems ccmmon to a number of States, and of meeting public 
health problems of special national significance or concern. 

(2) Payments under this subsection may be made in advance or by way of 
reimbursement for services performed and purchases made, as may be determined 
by the Surgeon General; and shall be made on such conditions as the Surgeon 
General finds necessary to carry out the purposes of this subsection. 
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“(3) For the purposes of thir subsection Guam shall te deemed to be a ‘State’, 

“(e) The Surgeon General shall epprove any State plan (including, with re- 
spect to mental health, the plan of the State mental health authority) which is 
submitted by the State health authoriy and which meets such requirements as the 
Surgeon General may prescribe by regulation. 

“(f) All regulations and amendments thereto with respect to grants to States 
under subsection (b) and (c) of this section shall be made after consultation 
with a conference of the State health authorities and, in the case of regulations 
or amendments which relate to or in any way affect such grants for work in the 
field of mental health, the State mental health authorities. Insofar as practi- 
cable, the Surgeon General shall obtain the agreement, prior to the issuance of 
any such regulations or amendments, of the State health authorities and, in the 
case of regulations or amendments which relate to or in any way affect such 
grants for work in the field of mental health, the State mental health authorities. 

“(g) Whenever the Surgeon General, after reasonable notice and opportunity 
for hearing to the State health authority (or, where appropriate, the mental 
health authority of the State) finds that— 

“(1) the State plan approved, under this section has been so changed 
that it no longer complies with any requirement prescribed by regulation as 
a condition of approval of the plan; or 
“(2) in the administration of the plan there is a failure to comply sub- 
stantially with any such requirement, 
the Surgeon General shall notify the State health authority that no further 
payments will be made to the State under subsection (b) or (c) of this section 
for, in his discretion that further payments will not be made to the State for 
projects under or parts of the State plan affected by such failure) until he is 
satisfied that there will no longer be such failure. Until he is so satisfied the 
Surgeon General shall make no further payments to such State under subsection 
(b) or (ec) (or shall limit payments to projects under or parts of the State plan 
in which there is no such failure). 

“(h) (1) The allotment percentage for any State shall be 100 per centum 
less that percentage which bears the same ratio to 50 per centum as the per 
capita income of such State bears to the per capita income of the continental 
United States (excluding Alaska), except that (A) the allotment percentage 
shall in no case be more than 75 per centum or less than 33144 per centum, and 
(B) the allotment percentage for Hawaii shall be 50 per centum, and the allot- 
ment percentage for Alaska, Puerto Rico, and the Virgin Islands shall be 75 
per centum. 

“(2) The allotment percentages shall be promulgated by the Surgeon General 
between July 1 and August 31 of each even-numbered year, on the basis of the 
average of the per capita incomes of the States and of the continental United 
States for the three most recent consecutive years for which satisfactory data 
are available from the Department of Commerce. Such promulgation shall he 
conclusive for each of the two fiscal years in the period beginning July 1 next 
sneceeding such promulgation: Provided, That the Surgeon General shall pro- 
mulgate such percentages as soon as possible after the enactment of the Public 
Health Grant-in-Aid Amendments of 1954, which promulgation shall be conclu- 
sive for the two fiscal years ending June 30, 1957. 

“(i) The population of the several States shall be determined on the basis 
of the latest figures furnished by the Department of Commerce. 

“(j) The ‘Federal share’ for any State shall be equal to the State’s allotment 
percentage, except that the Federal share for States with allotment percentages 
of more than 6624 per centum shall be 6624 per centum, and the Federal share for 
Alaska shall be 50 per centum. 

“(k) The method of computing and paying amounts pursuant to subsection 
(b) or (c) shall be as follows: 

“(1) The Surgeon General shall, prior to the beginning of each calendar 
quarter or other period prescribed by him, estimate the amount to be paid to 
each State under the provisions of such subsection for such period, such estimate 
to be based on such records of the State and information furnished by it, and 
such other investigation, as the Surgeon General may find necessary. 

“(2) The Surgeon General shall pay to the State, from the allotment available 
therefor, the amount so estimated by him for any period, reduced or increased, 
as the case may be, by any sum (not previously adjusted under this paragraph) 
by which he finds that his estimate of the amount to be paid the State for any 
prior period under such section was greater or less than the amount which 
should have been paid to the State for such prior period under such section. 
Such payments shall be made prior to audit or settlement by the General 
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Accounting Office and shall be made through the disbursing facilities of the 
Treasury Department, and shall be made in such installments as the Surgeon 
General may determine. 

“(3) The Surgeon General, at the request of the State health authority (or, 
in the case of mental health, of the State mental health authority) is authorized 
to reduce a payment to a State by the amount of the pay, allowances, traveling 
expenses and other costs related to the detail of an officer or employee of the 
Public Health Service to the State, to one of its political subdivisions, or to a 
public or other nonprofit organization or agency in the State, when such detail 
is made for the convenience of and at the request of the State. The amount 
by which such payments are reduced for such purposes shall be available for 
the payment of such costs by the Surgeon General. 

“(1) To assist further in the extension and improvement of public health 
services, the Surgeon General is authorized to train personnel for State and 
local health work, to detail personnel to Guam and American Samoa, and to 
extend training, investigation, demonstration, and consultative services to Guam, 
American Samoa, and the Trust Territory of the Pacific Islands.” 

Sec. 3. In order to afford the States which, immediately prior to July 1, 1955, 
were carrying on public health programs under State plans approved under 
section 314 of the Public Health Service Act (including plans for cancer control), 
reasonable opportunity to adjust the financing of their programs to the new 
allotment provisions of such section, as amended by this Act, such provisions 
as applied to such States are hereby modified as follows: if the total of the 
allotments of any State (as computed under subsections (b) and (c) of section 
314 of the Public Health Service Act as amended by this Act) for the fiscal year 
ending June 30, 1956, would be less than 90 per centum (or, in case the aggregate 
appropriations available for allotment under such subsections for such year 
are reduced below the aggregate appropriations which were available for allot- 
ments to the States for payments with respect to the cost of services under 
approved State plans during the preceding year, less than 90 per centum minus 
the percentage by which such appropriations are reduced) of the amount 
allotted to such State for payments with respect to the cost of services under 
its approved State plans during the fiscal year ending June 30, 1955, such State’s 
allotment under subsection (b) shall be increased to the extent such total is 
less than 90 per centum (or 90 per centum minus such percentage reduction 
in appropriations) of such amount. The Surgeon General shall in accordance 
with regulations (1) provide for reductions in the allotments of the remaining 
States under such subsections to the extent required to effect the increases 
provided in the preceding sentence, such reductions to be based on the extent 
to which the allotments of such remaining States are greater than 90 per 
centum (or 90 percentum minus any percentage reduction in appropriations) 
of their allotments for the preceding year, and (2) provide for equivalent 
adjustments in the allotments of States under subsections for the fiscal 
year ending June 30, 1957, and any successive fiscal year in which any State’s 
combined allotments under such subsections would otherwise be less than 90 
per centum (or 90 per centum minus any percentage reduction in appropriations) 
of its allotments for the preceding year. 

Sec. 4. This Act shall become effective July 1, 1955. 





DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE. 
Hon. H. ALEXANDER SMITH, 


Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 


Dear Mr. CHAIRMAN: The purpose of this letter is to request that your com- 
mittee consider favorably an amendment which we propose be made to S. 2778, 
a bill to amend the Public Health Service Act to promote and assist in the exten- 
sion and improvement of public health services, to provide for a more effective 
use of available Federal funds, and for other purposes. This bill, as you know, 
would amend section 314 of the Public Health Service Act to incorporate the 
President's recommendations with respect to grants-in-aid to the States for 
public health services. 

The purpose of the proposed amendment is to afford a State an opportunity 
for judicial review of action by the Surgeon General of the Public Health Service 
pursuant to subsection (g) of section 314 of the Public Health Service Act, as 
amended by the bill, withholding payments to such State because its State plan 
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has been so changed that it no longer complies with Federal requirements or 
because, in the administration of the plan, there is a failure to comply sub- 
stantially with such requirements. 

Our proposed amendment would add a new subsection at the end of the 
proposed new section 314 of the Public Health Service Act (following line 2 
on p. 11 of 8S. 2778) to read as follows: 

“(m) (1) If any State is dissatisfied with the Surgeon General's action 
under subsection (g) of this section, such State may appeal to the United States 
Court of Appeals for the circuit in which such State is located. The summons 
and notice of appeal may be served at any place in the United States. The 
Surgeon General shall forthwith certify and file in the court the transcript of 
the proceedings and the record on which he based his action. 

“(2) The findings of fact by the Surgeon General, unless substantially con- 
trary to the weight of the evidence, shall be conclusive; but the court, for good 
cause shown, may remand the case to the Surgeon General to make further 
evidence, and the Surgeon General may thereupon make new or modified findings 
of fact and may modify his previous action, and shall certify to the court the 
transcript and record of the further proceedings. Such new or modified findings 
of fact shall likewise be conclusive unless substantially contrary to the weight 
of the evidence. 

“(3) The court shall have jurisdiction to affirm the action of the Surgeon 
yeneral or to set is aside, in whole or in part. The judgment of the court shall 
be subject to review by the Supreme Court of the United States upon certiorari 
or certification as provided in title 28, United States Code, section 1254.” 

The amendment we propose would, in effect, incorporate in this bill the 
judicial review provisions now contained in title VI of the Public Health Service 
Act (relating to hospital survey and construction) and repeated in S. 2758 and 
H. R. 8149, the bills amending that title, which are now pending before your 
committee. 

For the reasons set forth in the President’s health message of January 18, 
this Department endorses S. 2778, preferably with the amendment proposed above, 
and recommends its enactment by the Congress. 

The Bureau of the Budget advises that it perceives no objection to the sub- 
mission of this report to your committee, and that enactment of S. 2778 would 
be in accord with the program of the President. 

Sincerely yours, 
Oveta Cute Hosry, Secretary. 


EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BupGET, 
Washington 25, D. C., February 23, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 


My Dear Mr. CHAIRMAN: This will acknowledge your letter of January 23, 
1954, requesting the Bureau of the Budget to comment on S. 2778, to amend the 
Public Health Service Act to promote and assist in the extension and improve- 
ment of public health services, to provide for a more effective use of available 
Federal funds, and for other purposes. 

This measure, if enacted, will eliminate present statutory rigidities inherent 
in the existing Federal health grant programs and provide sufficient flexibility 
to cope with changing public health problems as they arise. Moreover, the bill 
is designed to accomplish the objectives which the President stated in his special 
health message to the Congress of January 18, 1954, by providing a new simpli- 
fied formula for making funds available to States for health purposes. This 
formula embraces the three criteria named by the President; viz, first, that the 
States be aided in inverse proportion to their financial capacity; second, that 
States also be helped, in proportion to their population, to extend and improve 
health services supported by grants-in-aid; and third, that a portion of Federal 
financial assistance be set aside for support of unique projects of regional or 
national significance giving promise of better ways to improve the health of our 

ople. 
an authorized to advise you that enactment of S. 2778 would be in accord 
with the program of the President. In this connection, I wish also to advise that 
the Department of Health, Education, and Welfare will present for the considera- 
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tion of the committee provisions for judicial review patterned after the Hill- 
Burton Hospital Survey and Construction Act. 
Sincerely yours, 
Donap R. BELCHER, 
Assistant Director. 

Senator Gotpwater. For the information of the committee may I 
say it is my understanding that this bill is only one of several, as I 
said before, that pertain to this subject. I think you, Mrs. Hobby, 
and your entire staff are due a great debt of thanks from the Con- 
gress and also from the governors of the several States for recognizing 
the differences between these formulae we have used in the past and 
attempting to bring them together under one workable formula. 


FURTHER STATEMENT OF OVETA CULP HOBBY, SECRETARY OF 
HEALTH, EDUCATION, AND WELFARE, ACCOMPANIED BY NELSON 
ROCKEFELLER, UNDER SECRETARY OF HEALTH, EDUCATION, 
AND WELFARE; DR. LEONARD A. SCHEELE, SURGEON GENERAL 
OF THE PUBLIC HEALTH SERVICE; DR. JACK HALDEMAN, PUBLIC 
HEALTH SERVICE; AND SAM KIMBLE, PUBLIC HEALTH SERVICE 


Secretary Horsy. Thank you, sir. 

Senator GotpwareR. I had the pleasure earlier, as you recall, of see- 
ing this presentation, and I cannot help but feel it will be recognized 
as a great contribution by the States. 

I want to take this opportunity to extend the committee’s com- 
mendation to you and through you to your staff. 

Secretary Horsny. Thank you, sir. 

Senator GoLpwaTerR. You may proceed, as you have been doing so 
beautifully and so well, in any way that you see fit. 

Secretary Hossy. Thank you. 

Mr. Chairman, before proceeding with my prepared statement I 
would like to indicate for the record that Mr. Nelson Rockefeller, 
Under Secretary of Health, Education, and Welfare, will participate 
in the presentation of our testimony. Also present, to assist in an- 
swering technical questions, are Dr. Leonard A. Scheele, Surgeon 
General of the Public Health Service, and Dr. Jack Haldeman and 
Mr. Sam Kimble, also from the Public Health Service. 

Mr. Chairman and members of the committee. When I last ap- 
peared before your subcommittee, on March 17, it was to testify on 
behalf of a bill to broaden the provisions of the Hospital Survey and 
Construction Act. The bill under consideration today, S. 2778, is 
designed to simplify and improve the administration of six other 
grant-in-aid programs administered pursuant to the provisions of 
the Public Health Service Act. This bill is concerned with grants 
to assist the States in providing public health services to their people. 
It does not affect, in any way, either the hospital survey and construc- 
tion program or the research grant programs administered by the 
Public Health Service through its National Institutes of Health. 

Together with 3 other Senate bills, S. 2778 represents a concerted 
effort to improve the structure and administration of 14 major grant- 
in-aid programs administered by the Department of Health, Educa- 
tion, and Welfare. A comparable bill relating to vocational rehabili- 
tation has been referred to this committee, and hearings with respect 
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to it are scheduled for tomorrow morning. Another comparable bill, 
relating to grants for children’s services, has been referred to the 
Committee on Finance. 

The first of these 14 programs to be established was a grant-in-aid 
for vocational education, instituted in 1917 under the Smith-Hughes 
Act. In the succeeding 35 years Congress added the other programs 
to meet particular needs. Today, the Public Health Service admin- 
isters six different grant programs for the support of State and local 
health services. Eight other grant programs are administered by 
the Children’s Bureau, the Office of Education, and the Office of Voea- 
tional Rehabilitation. While all of these programs have some com- 
mon features, each has its own variations with respect to State 
Sree matching formulas, administrative procedures, and thé 
like. 

When we first examined the present grant structure it became ap- 
parent that the number, the variation, and the complexity of existing 
authorizations and regulations were obstacles to effective administra- 
tion—particularly State and local administration. Furthermore, it 
appeared that the pattern and structure of these grants did not provide 
the flexibility needed to meet. the problems in the best possible way. 

In recognition of the need for clarification, improvement, and 
greater flexibility, we last year reviewed the history and operation of 
all these programs. This review led to the recommendations embodied 
in S.2778. In order that you may have a better picture of the findings 
which underlie the proposals, I should like at this time to ask Mr. 
Rockefeller to show you some charts which portray the grant-in-aid 
programs as they exist today. They will give you some idea of the 
variety, complexity, and rigidity of the present grant structure. 

M. Chairman, Mr. Rockefeller. 

Mr. Rockxerei.er. Mrs. Secretary and Mr. Chairman and gentle- 
men. I might say that this seems very complex, but in essence the 
basic prinicples are very simple. 

The first chart shows our grant-in-aid programs that we have under 
discussion as well as those which we do not have under discussion. 
The ones under discussion are those listed here, which the Secretary 
read: The Public Health Service grants-in-aid, which are 6 in num- 
ber; the Children’s Bureau grants, of which there are 3; vocational 
education—4 of them; and 1 vocational rehabilitation grant. 

The discussion does not include either the Hill-Burton Act or the 
Public Assistance grant-in-aid program. 

Now, what items are included in the bill which is before you? The 
only items of these 14 grants-in-aid are the 6 Public Health grants- 
in-aid which are general health, tuberculosis, venereal-disease control, 
mental health, cancer control, and heart-disease control. 

As the Secretary mentioned, last fall she had a task force set up 
in each of the various constituents with State grant programs to study 
the history of the legislation and the programs as they existed; the 
needs as they had evolved and the level of appropriations that had 
been given. Out of those studies came very interesting recommenda- 
tions from the groups who were handling the review, and at the same 
time precise charts were prepared giving the formulas on the basis 
of which the money was allocated to the States. These I should like 
to review briefly, as the Secretary suggested. 
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The first one is the TB allotment under the Public Health grant. 
The column on the left in all of these formulas indicate the basis for 
the allocation of the funds percentagewise by different criteria— 
population and financial need being the first. In this case it repre- 
sents 20 percent of the total. 

The formula used here is a formula not unlike the Hill-Burton 
formula, but does not have a squaring of the inverse ratio of per 
capita income. It provides for a multiplication of the State popu- 
lation and the inverse ratio of the per-capita income divided into the 
same figure for the Nation as a whole, so that you get some equaliza- 
tion, but not the extent that will be developed later. 

Problem need is the second factor. Thirty-five percent of the money 
is allocated to the States on the basis of State TB mortality compared 
to the United States TB mortality. 

Then you have 35.7 percent of the funds allocated on the basis 
of an administrative evaluation of the State program needs divided 
into total United States programs needed. 

Then you have a base. In this case it is 9.3 percent of the funds 
that are allocated on the basis of basic a grant to each State of $7,500 

The second part of the formula is always a matching formula. How 
many Federal dollars to State dollars? In this case it is 2 Federal 
dollars to 1 State dollar after the money has been allocated through 
this formula to the States. 

Senator Gotpwater. Might I suggest, Mr. Rockefeller, on a 
weighted population, what do you call weighted ? 

Mr. Rockeretter. Weighted means the population is weighted by 
the inverse ratio of the per-capita income of the people in that State. 

Senator GotpwarTer. I am speaking for very few States now, but 
do you consider in the case of New Mexico and Arizona the large 
Indian population that has no income, but which contributes in a large 
way to the problem that these formulas involve ? 

Mr. Rockere.tter. They are included in the population. 

Senator Gotpwarrr. They are? 

Mr. Rockeretier. Yes; in the figures. 

Going on, the next is the general-health formula for the allotment 
of funds. Here you see there is an entirely different approach, al- 
though the same basic elements appear. You have your population 
and income need. Ninety-five percent is allocated by that formula. 
Then only a small figure of 5 percent is allocated on this other basis 
here, which represents the problem need. 

On the heart formula you have 53.5 percent allocated on the basis 
of financial need and population. Then you have a floor of 46.5 per- 
cent with a special formula for determining the basis of the floor. 

Going over here to the cancer formula, you have again a different 
percentage on the allocation of funds. Sixty percent is allocated on 
the basis of population and financial need and 35 percent on problem 
need. Five percent is the floor. You will note matching is the same 
in all of the Public Health grants. 

The mental-health formula gives less to the per capita income and 
population phase of the for mula—only 30 percent—and a much larger 
percent, 70 percent, to the State population divided into United States 
population. Then there is a minimum floor of $17,700. 

Then we go out of the Public Health area into the Children’s 
Bureau, and you get a more complicated formula, although the basic 
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elements are the same. You have financial need and problem need, 
and you have a new element here which is a special project fund of 
12 percent. That is different from the other formulas and your 
matching formulas are different. Fund A matches dollar for dollar 
in this area, and in fund B there is no matching. 

The reason for showing these is to give you the variety, as the Sec- 
retary mentioned, and the complexity ‘of these formulas. Per haps the 
most complicated is the vocational-education grants, where you have 
two basic acts—the Smith-Hughes Act and the George-Barden Act. 
For different elements and types of vocational education you have 
different formulas, and there the matching is dollar for dollar. You 
take in various elements which were not evidenced before, such as the 
nonfarm population, for one; the rural population, for another; and 
the total population, for another. 

Going on to vocational rehabilitation, perhaps it is one of the more 
simple formulas. It has maintenance as a large percentage. Then 
there is a new element here of improvement, with a small percentage 
of money, anda floor. Also, your matching ratios are different. The 
administration cost is 100 percent Federal and the service is on a 
matching basis, but it varies according to States. 

Now, that gives a little idea of the v: ariety and complexity and 
difficulty of visualizing simply and clearly how the moneys are 
ullocated, and for what purpose. 

Let us go back to the six Public Health grants under discussion 
in this bill, and see what the ratio of Federal expenditure is to State 
and local expenditure shown on this chart. 

The first grant, general health, has a relatively small Federal 
participation to a very large State and local participation. This is 
for 1952. The total for all is $154 million for that year. So that 
is what would be known as a very heavy overmatching. 

Then you come down to tuberculosis. ‘The overmatching is smaller, 
but there is a considerable amount remaining because $2 of Federal 
to $1 of local is the basic requirement. 

Then you come down through these other grants, and there is a 
lesser degree of overmatching than there was under the general 
health. 

The next point I would like to make is that the first grant-in-aid 
in the Public Health field was the general health grant established 
in 1935. That was for general aid and assistance to the States. If 
I may show this chart briefly, the State and local health services 
are the component elements you find in varying combinations through- 
out the country, in State and local health organizations. There are 
three basic types of service. There is personal health and environ- 
mental services and supporting services. 

As I mentioned, the gener: al health grant is available to the States 
to support any of these activities listed here. Starting in 1938, the 
Congress passed a series of categorical grants. You gentlemen are 
familiar with these. But the funds are limited to the specific purpose 
for which the grant was established. The last one was passed in 
1950. In reading through the names of personal health services of 
different types you will note the categorical grants are in yellow. 
So we have dental health, and venereal disease, which is a categorical 
grant, and tuberculosis, and other communicable diseases. We have 
hearing and vision, mental health, which is a categorical grant; and 
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cancer, which is a categorical grant; and diabetes, and heart, which 
is a categorical grant; and other chronic diseases. 

Gases to the environmental services, we have air- and water- 
pollution control, food and milk s: anitation, vector control, water 
supply, sewage disposal, radiological health, hygiene of housing, 
and home-accident prevention. 

Then we have the supporting services, which are health education, 
laboratory, nursing, licensure, nutrition, training, vital statistics, 
and medical-social services. 

The interesting point is that you have, therefore, two types of 
grants-in-aid from the Federal Government to the States. The gen- 
eral grant, which can be used for any of these services; and the cate- 
gorical grants, which are limited to these five particular types of 
service. 

What has happened is, and this is one of the things that came out 
very clearly in the studies, as States have developed these programs 
with special aid from the Federal Government, some of them have 
gone faster in some areas than others, so that rather than being solely 
stimulating and assisting grants they now become quite limiting, 
because the State has to spend the money in these areas, whereas they 
might more advantageously spend it in some other area. That is the 
problem that the Secretary will discuss next in her statement. 

Secretary Horsy. Mr. Chairman, from our review of current grant 
authorizations and programs—which Mr. Rockefeller has just sum- 
marized—we reached the following conclusions: 

That the 14 grant-in-aid formulas were unnecessarily varied and 
complex ; + 

That the present grants based on disease categories resulted in un- 
necessary rigidity in State and local program operations ; 

That a redefinition of the objectives underlying the grant-in-aid 
programs was desirable and that the grant structure should be re- 
vised to express these objectives. 

To implement these conclusions, there are two basic proposals em- 
bodied in S. 2778. 

The first is the unification of categorical grants. This unification 
would combine the 6 existing public “health grants to be unified into 
an integrated grant system for all public health services. 

As Mr. Rockefeller has pointed out, the Public Health Service now 
administers 1 general health grant and 5 categorical grant programs— 
for venereal disease control, tuberculosis control, mental health serv- 
ices, heart disease control, and cancer control. As you have seen, 
however, these specific disease problems are only segments of the 
aggregate public health problem. You observed from the last chart 
that the total services provided by a State or local public health de- 
partment cover a great variety of needs other than those met by the 
existing categorical grants. 

The difficulty inherent in the disease category approach is that it 
requires a Federal determination of the distribution of grant funds 
for these various State and local health services. We believe that the 
State and local health needs and program requirements are too varied 
to permit an effective distribution of funds for specific purposes on 
the basis of any nationwide formula. Channeling Federal funds into 
specific disease categories takes away a large measure of flexibility 
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from the States and localities, and seriously limits them in adapting 
their public health programs to their own particular needs. 

In our opinion, therefore, the health needs of the Nation would at 

the present time be best served by a unified public health grant system. 
It would give greater freedom to the States in the allocation and use 
of funds. 
_ The second major proposal embodied in S. 2778 is the reorientation 
of the public health grant authorizations so as to express more clearly 
the legislative objectives underlying these grants and to facilitate 
the implementation of these objectives. 

From the review and analysis which was made in the Department, 
certain basic legislative aims emerged as common, in varying degrees, 
to all of the programs considered. Let me briefly describe these basic 
objectives, as we see them. 

The first objective is to help make available in all States certain 
public services which are essential to our national well-being. The 
grant-in-aid has proved to be an effective device for supporting such 
basic services, and, under certain formulas, for offsetting in part the 
variations in State and local financial resources. 

The second objective common to all of these programs is to en- 
courage and assist the States and localities to extend and improve 
their services. I need not remind this committee that public health 
programs cannot remain static and continue to provide the most effec- 
tive protection to the people they serve. In order to help States and 
localities to keep abreast of their changing needs, a more effective grant 
system must be developed. 

The third objective is to encourage the development and testing of 
new and improved techniques and procedures which offer unusual 
promise. By assisting a particular State or community, or a non- 
profit organization, in the conduct of new or experimental programs 
or special research, the Federal Government can contribute to program 
improvements which may benefit all of the people. 

The most important proposal contained in 8. 2778, as well as the 
related bills to which I have already referred, is that the Federal 
grant-in-aid structure be geared to these three fundamental objectives. 

In line with these objectives, the bill would create an integrated, 
three-part grant system for all public health services. The three types 
of grants authorized would be: 

First, support grants to assist the States in maintaining basic public 
health service; 

Second, extension and improvement grants to assist the States in 
meeting the costs of adding to and improving their public health 
services ; 

Third, special project grants to assist States, localities, and non- 
profit organizations and agencies in meeting special health problems 
or in carrying out special projects or research which hold unique 
promise in the solution of public health problems. 

The need for Federal grant funds for each of these three purposes 
will vary from time to time because of changing economic conditions, 
changing public health needs, or because of advances in scientific 
knowledge pertaining to the control of particular health problems. 
The bill provides, therefore, that the total amount of Federal appro- 
priations for any year—as well as the distribution of such appropria- 
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tions among these three types of grants—would be determined annually 
by the Congress. j 

Before proceeding to a more detailed description of each of these 
types of grants, Mr. Rockefeller will illustrate with charts the two 
basic proposals of the bill which I have outlined. | 

Mr. Rocxereiier. Mr. Chairman and Mrs. Secretary, this chart here 
shows you clearly what the Secretary has just described, namely, the 
consolidation of the six public health grants into a unified public health 
grant. It is to give the States greater flexibility in the use of the 
funds based upon State plans under their own initiative, which would 
be gone over > the Surgeon General and approved, and the funds 
allocated according to the new formula which are suggested here and 
which grow out of the three basic objectives which the Secretary 
mentioned: Continue basic program support to the States according 
to their financial need ; encourage States to improve and extend services 
to the people; and encourage research and development of new tech- 
niques. 

These are the objectives which from the study of the legislation and 
the history of the legislation and of the programs seemed to emerge 
as being the basic intent of Congress in the carrying out of these 
programs. 

Senator Hix. Might I ask you a question ! 

Mr. Rockeretier. Certainly. 

Senator Hii. That No. 2, extending services to the people, do you 
have in mind some services that the Federal Government is not now 
helping to be given ? 

Mr. Rockxeretter. No. It would be in the State and local health 
plans. Either an extension in terms of geographic area to counties 
which have today no service at all, or more comprehensive services 
in areas where there is very limited service. So that it would be a 
functional extension. That is as far as your extension is concerned. 

Senator Hu. But they will be services that would not be new in 
the sense that we do not have them today ? 

Mr. Rockere.tier. Generally speaking, they would be these serv- 
ices here listed, so that 1 county might have only 5 or 6 of these. This 
would give them a chance to extend and develop 8 or 10 of them. 
Some counties have no public health service at all and this would 
give a chance to give special aid to the States. 

Senator Hii. To encourage them to establish these services that 
they do not have today ? 

Mr. Rockeretier. Exactly. 

Senator Hizz. Regarding No. 3, which is to encourage research and 
development of new techniques, what did you have in mind there, if 
I might ask? 

Mr. Rocxrretier. Perhaps we ought to defer that question. The 
Secretary will cover the details in a minute, Senator Hill. So if we 
can hold that for a moment I think she will take it up in her text. 

Senator Hix. All right. 

Mr. Rockrre.ier. From these 3 objectives developed, as the Secre- 
tary explained, the new 3-type-grant structure. 

Support on the basis of financial need; extension and improvement 
on the basis of population ; and special projects on the basis of unusual 
problems and opportunities. 
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If you combine that unification with this 3-part-grant formula you 
get this simplified structure, which makes it a great deal easier for the 
Congress to see just what the purposes are in the appropriation of 
money and for the States to have greater flexibility in the develop- 
ment of their plans and the use of those funds. 

Secretary Horry. Let us now consider in more detail each of the 
3 types of grant in the unified structure which the bill would establish. 


1. SUPPORT GRANTS 


The support grants would represent the Federal contribution toward 
the maintenance of those basic public health services which help to 
prevent illness and to elevate health standards for all our people. As 
you will recall from one of the charts presented earlier, these State and 
Jocal programs consist of a wide variety of health activities—such as 
the control of communicable diseases, milk and food sanitation, and 
the provision of visiting nurse services. Furthermore, let me repeat, 
these support grants would be used for the continuation of existing 
programs now financed in part from the five categorical grants other 
than general health—i. e., tuberculosis control, venereal-disease con- 
trol, mental health, heart-disease control, and cancer control. In other 
words, there would be one unified Federal grant to be used, at the 
discretion of the States, for the support of all established and continu- 
ing State and local public health programs. 

As I pointed out earlier, the basic objective of such a support grant 
is to assist all of the States, with their varying financial resources, 
to maintain essential services. Accordingly, S. 2778 would provide 
relatively higher support grant allotments for States with more 
limited resources. The formula proposed is the same as that now 
used for alloting funds under the Hospital Survey and Construction 
Act. This formula, you will recall, takes into consideration both 
ryopulation and the average per capita income in the several States. 

he minimum support grant for any State under the provisions to 
the bill would be $55,000. 

The provisions of the bill relating to State matching of Federal 
support grants are also patterned after those prescribed in the 
present Hospital Survey and Construction Act. The State-matching 
funds required would vary inversely with the average per capita in- 
come of the several States and would range from one-third to two- 
thirds of total expenditures for the approved program. Thus, the 
highest income State would put up 2 State dollars for every Federal- 
grant dollar, while the lowest income State would be required to 
provide 1 State dollar to match $2 in Federal-grant funds. 


2. EXTENSION AND IMPROVEMENT GRANTS 


In addition to this unified grant for the support of all continuing 
public-health programs, S. 2778 would authorize another grant to 
assist States and localities in meeting the costs involved in extending 
or improving any of their health services. 

These grants could be applied to the costs of new activities, or to the 
extension of existing programs to serve new geographical areas or 
additional population groups. Approximately one-fourth of the +4 
ulation of the United States lives in communities which have no full- 
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time local health departments. Extension and improvements grants 
could be used to assist in developing health departments in such areas, 
as well as in broadening the programs of local health departments 
which are now providing very limited services to their communities. 
They could also be used to help meet the costs of incorporatin 
into established programs some new technique or procedure Siueed 
to improve the quality of public-health protection. 

Since the purpose of these grants is to stimulate and encourage new 
programs and activities, the proposed allotment and matching pro- 
visions differ from those applicable to support grants. Allotments 
to the States for extension and improvement purposes would be made 
on the basis of population only, with no adjustment for per capita 
income. The minimum State allotment would be $25,000. 

The Federal share of any extension or improvement project or 
activity in any State would be 75 percent during the first 2 years 
of the project, 50 percent during the second 2 years, and 25 percent 
during the final 2 years. No individual project or activity could re- 
ceive Federal aid from this grant source for more than 6 years. 
This matching schedule would provide the greatest Federal assistance 
during the initial stages of any particular program extension or im- 
provement. As the Federal share of the cost of such projects is re- 
duced over the 6-year period, the State would be able to use a larger 
proportion of its allotments in succeeding years for initiating other 
new projects or activities, 


3. SPECIAL PROJECT GRANTS 


The third type of grant which would be authorized by the provi- 
sions of S. 2778 is designed to cover special situations and needs. In 
any particular fiscal year, grants of this type would be awarded 
to only a limited number of States or localities with exceptional 
problems or to States, localities, or nonprofit organizations with new 
projects of special significance in the field of public health. While 
annual appropriations for this purpose would be relatively small in 
amount, their value as an investment in improving the quality of 
public-health services could be great. As the language of the bill 
indicates, these special-project grants are designed to cover several 
classes of situations: 

First, they could be used to assist in combating unusually severe 
public-health problems in specific geographical areas. 

A second use would be the carrying out of special projects which 
hold unique promise of making a substantial contribution to the solu- 
tion of public-health problems common to a number of States. 

The third use of special-projects grants would be in meeting public- 
health problems of special national significance or concern. 

Because the nature of these project grants does not permit any pre- 
determined State-by-State distribution of grant funds, there is no 
allotment formula prescribed in the bill. Instead, applications for 
such project grants would be submitted to the Surgeon General, with 
grant awards being made on the basis of the comparative importance 
and immediacy of the various projects. Similarly, there is no fixed 
requirement as to the amount of matching funds which must be pro- 
vided by project sponeers. Rather, the amount of the grant and the 
proportion of the Federal contribution to the project cost are left to 
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determination on the basis of the particular circumstances relating to 
each project. 

Mr. Rockefeller will now amplify this explanation of the proposed 
three-part grant structure with some additional charts. 

Mr. Rockeretxer. Mrs. Secretary, Mr. Chairman, and gentlemen. 
The three-part-grant formula which the Secretary has just described 
is here translated into a chart on the same basis as the previous pres- 
entation of the grant-in-aid formulas, so that you can use it for 
comparative purposes. 

In the left-hand column here we have the basis for the allocation 
of the funds. The first portion which the Secretary mentioned was 
support. I might say first that the amounts of money percentagewise 
to be allocated to these three areas could vary from year to year, as 
the Congress saw fit, depending on the public needs as they might vary 
due to changing conditions. 

Then going to support it would undoubtedly be by far the largest 
proportion to be allocated. The formula to be used, as the Secretary 
indicated, was the Hospital Survey and Construction Act formula, 
or the Hill-Burton Act, as it is commonly called. 

This formula seems to reflect more effectively the distribution of 
funds to meet needs than any other formula that has been developed 
both from the Federal point of view and from the States’ point of 
view. Therefore, there was unanimous agreement that that formula 
could most appropriately be used for that purpose. 

Second would be the extension and improvement with a smaller 
proportion of the funds. This is to be allocated on a population 
basis, because the intent is to assist the States in extending and im- 
proving their services, and to gain an incentive the money would have 
to be in proportion to the perk being served. 

Then finally the special project. Going to the formulas for each 
of these, I do not think I need to stop on the Hill-Burton formula, 
because you all know it well. It is the State population times the 
inverse per capita income squared which gives the level. The match- 
ing ratio would be adopted also from the Hill-Burton formula, 6624 
Federal to 3314 State in the lower income States and varying up to 
3314 Federal to 6624 Stute in the higher income States, so that you 
get a very effective weighting and reflection of the needs of the States 
in terms of income and population. 

Coming to the extension and improvement grants, the extension, 
as I mentioned in answer to Senator Hill’s question, would be geo- 
graphically and functionally in terms of extending the coverage of 
services as listed here in any county or area. Improvement, as the 
Secretary pointed out, refers to the quality of the service and the char- 
acter of the service. 

I think this would cause the States annually to review their public- 
health programs—a sort of annual audit in preparing the State plan 
which is the basis for the allocation of the funds—so that each State 
would have a chance with its local communities to review those pro- 
grams in order to come up with a State plan on the basis of which 
these extension and iniprovement funds would be made available. 

Senator Coorrr. May I ask a question? Regarding those changes 
and matching formulas from the State, the purpose of this is to try 
to encourage States to find ways to improve their program ? 

Mr. Rockxereiier. Exactly. 





264 PRESIDENT’S HEALTH RECOMMENDATIONS 


Senator Coorer. And make them more proficient and more inter- 
ested so that it does not become just a routine type of thing. 

If that is true, and if it is that important, why do you change your 
matching formula as you go along? 

Mr. Rocxere.ier. That is an excellent question, Senator Cooper. 
The thought back of it is this: As you say, it is to encourage them to 
come up with improvements. As the Secretary said, it is the dynamic 
phase of the program here. The support reflects the static support 
and continuing support of the Government. 

What has happened, for instance, to the categorical grants is that 
a grant is made for a special field to give encouragement, and then the 
thing goes on and on and the Federal Government has to stay in the 
program unless the funds are actually cut from the appropriations. 
Whereas this would reflect the Federal Government’s desire to assist 
in these programs, but not reflect its support in staying in them. You 
could have it, as you indicated, probably go down for 6 years on a $3 
to $1 basis, and at the end of the 6 years ‘the money would terminate 
for the support of that particular improvement or extension. 

Senator Coorer. The formula for a specific project ? 

Mr. Rockeretier. That is right. What happens is—perhaps I 
should explain that. Let us say the first year the State would pre- 
yare a State plan for its projects on which it wanted to request support. 

3ased on the amount of money it would get under the formula and 

whether or not the projects would be accepted, the Federal Govern- 
ment would pay $3 to $1. The second year the same would be true, 
assuming the allocations under this section of the three-part grant were 
the same. 

The third year the State would have the chance of developing a new 
plan for its third of the money. 

This keeps it dynamic. The two-thirds of the money would be going 
on to continue the support under the plan the first year. But here 
you have one-third of the money available for new plans. 

The fourth year the situation is the same. The fifth year you have 
one-third of the money from the original plan plus one-third from 
the new plan which has been developed here. So that each 2 years 
you have a third of the money available for new plans. So that you 
have that continuing catalytic effect there which encourages you. 

There is another important feature, I think, too, Senator. Prob- 
ably many of you have been on local county health boards and know 
the difficulty of getting funds for new projects. The tendency is to 
resist, naturally. This would give the local health people, both State 
officers and county officers, a great deal of encouragement in getting 
new projects started. 

Also, through their review each year they might well find some 
operations, that were obsolete, so at the end of the period when these 
go out of extension and improvement and are included in a part of 
their overall program under support thev might be able to drop out 
some programs which become obsolete. You have the constant review 
and stimulus for new improvements which accomplishes the objectives 
which the Secretary has outlined. 

Senator Cooper. Take a specific case. If you had a county trying 
to establish a county health unit where they had not been able to 
establish it for some reason, and funds did not enter into it, could 
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you use the matching formula? Could that be used in some way to 
get it started? 

Mr. Rockerenter. That is exactly the purpose, Senator. They 
could not use it for the construction of a building. But for equip- 
ment, or rent, or whatever is included in the operating budget of that 
county health unit, they would get for the first 2 years $3 of Federal 
money to $1 of their own. But gradually it drops out so that the 
local community has to back it up. So that by the time they become 
— of its usefulness it is easy to get money from the appropriate 

ody. 

Senator Hitt. At the end of the sixth year the proposal would then 
fall in the general support program ? 

Mr. Rockerenier. ‘That is right. It would become part of their 
basic program; unless it had proven to be unsatisfactory and they 
decided not to continue it. 

Senator Hitt. There would be no compulsion, of course. If the 
State did decide to continue it it would then be a program within the 
general support program ¢ 

Mr. Rockereiier. That is right. That in itself would not increase 
the level of support which the State received from the Federal Gov- 
ernment, because it would get the support from the reflection of the 
formula with which you are familiar. 

Senator Hitz. I understand. 

Senator Purrect (presiding). Are there any other questions? 

Mr. Rockere.ier. | think that covers it on this particular one. 

Let me just touch briefly on the special project. This is a field 
which is new to the Federal Government, although in recent years 
Congress has encouraged the idea of research and support of public 
projects, as was indicated in a number of the other formulas we looked 
at earlier. The purpose is to assist the financing of special projects 
of unusual promise. 

I might give an illustration or two there. Let us say that there 
has been some experimental work done on water purification, with a 
very much simplified system, such as a small mechanism. That would 
be of tremendous importance to the Nation as a whole because it would 
bring about a much lower purification system cost. That is the kind 
of a special project the Federal Government might want to encourage. 
Or as another illustration, take some new sewage treatment, or the 
development of chemicals whereby you could cut down the cost for 
the Nation as a whole. Funds would not be allocated on a State or 
population basis, but for unusual projects. 

‘Then it is to assist in meeting special problems of national or region- 
al concern. The Secretary mentioned previously the importance of 
the work in health in connection with the flow of migratory labor. 
This kind of grant would permit the States to develop special pro- 
grams on an experimental basis. 

Finally, the special project grant would assist in combating unusu- 
ally severe problems in specific geographic areas. 

Senator Purret.. For the purpose of the record, Mr. Rockefeller, 
and so that we make it clear, I believe I am sure 1 know what your 
answer is going to be. It is certainly not the intention of the Depart- 
ment to force fluoridation on any community through the moneys 
which are made available for special projects, or any other means. 
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Isthat right? 4% ask this question because I and many other Senators 
have received a lot of mail on this subject. 

Mr. Rocxeretter. That is correct. 'The Department has no author- 
ity to do so and the determination as to whether fluoridation will be 
used in water is entirely the responsibility of the local community, 
although the Department has done some very extensive research m 
the field in order to watch out for the public interest, and is continuing 
to do so to be sure it follows every lead that might be serious. 

Senator Purrets. But the fear is held by some that there is a desire 
on the part of the Department to push this and use the funds for it 
that might be available for special projects. That is an unfounded 
fear ¢ 

Mr. Rocxeretter. Absolutely unfounded. 

Senator Purretu. Thank you. 

Mr. Rockererger. Just in summary, you have a far greater flexibil- 
ity, or one would have a far greater flexibility in this new formula to 
achieve both the objectives of the Congress in the allocation of the 
funds and in the administration of the program by the executive 
branch, It would also obviously permit the States to take much more 
initiative on their own in establishing the State plans under support 
and under special projects, and give ‘them a greater flexibility in the 
use of those funds in carrying out their programs in the interests of 
the people. 

Senator Purreiy. Are there any questions on this last chart ? 

If not, thank you very much. 

Mrs. Secretary. 

Secretary Hoppy. Yes, sir. 


OTHER PROVISIONS OF THE BILL 


In addition to the provisions of S. 2778 establishing a unified three- 
part public health grant program, there are several other features of 
the bill which I should like to mention briefly. 

The provisions regarding preparation and approval of State plans 
correspond generally to the pattern now established for existing grant 
programs. In almost half the States, it should be noted, there are 
separate State mental health authorities which, under the provisions 
of the present act, are recognized as the recipients of mental health 
grants. The bill therefore provides that the portion of a State plan 
relating to mental health activities shall continue to be developed 
by the State mental health authority and incorporated by the State 
as a part of the total single State plan. 

The bill retains the present requirement that all proposed Federal 
regulations relating to grants to States must be discussed with a con- 
ference of State health and mental health authorities and, to the extent 
practicable, must receive their approval before issuance. This provi- 
sion has contributed materially to the harmonious Federal-State rela- 
tionships which have existed for so many years in the public health 
field. 

Also carried over from the present provisions of the Public Health 
Service Act is the authorization for certain direct operations by the 
Public Health Service—such as training, investigations, and demon- 
strations—which supplement the grant assistance to State and local 
authorities. 
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The transition provisions contained in section 3 of the bill are also 
important. This section is designed to prevent any serious disloca- 
tion in the State-by-State distribution which might result from the 
allotment formula changes—which would become effective on July 1, 
1955. Section 3 provides a procedure for limiting to 10 percent the 
decrease in any 1 year of a State’s total public health grant allotments 
which may result specifically from the change in allotment formulas. 
This applies only to decreases due to formula adjustments; it does 
not, of course, constitute a guaranty against any reduction resulting 
from changes in the level of appropriations approved for those 
purposes. 

Finally, I would like to recommend for your consideration an 
amendment to the bill to afford the States the same opportunity to 
appeal to the courts from certain administrative actions as is now 
afforded under the provisions of the Hospital Survey and Construction 
Act. Draft language which would be suitable for this purpose has 
already been submitted to your committee in our report on this bill. 


SUMMARY AND CONCLUSION 


In summary, Mr. Chairman, S. 2778 proposes to convert six present 
grants in the field of public health into an integrated, three-part grant 
structure. We believe that this proposed integration would improve 
the administration and effectiveness of public health grant programs 
in three principal respects: 

First, 1t would simplify the existing structure and procedures. By 
reducing the number of separate grant authorizations, each of which 
has its own special provisions and requirements, it would eliminate 
some of the complexities which characterize the present pattern. 

Secondly, it would provide the States with a more flexible means 
of meeting their ever-changing public health needs. It would correct 
the rigidity of fiscal and administrative structure which is unavoidable 
in a grant system based on various disease categories. Thus, it would 
offer to the States a greater opportunity for exercising initiative in the 
development and administration of the public health programs 
adapted to their own particular needs and circumstances. 

Finally, it would more clearly identify and define the objectives of 
Federal grants and would enable congressional appropriations to be 
directly related to those objectives. The focus of the grant programs, 
at the Federal level, would be reoriented toward the broad objectives 
of program support, extension and improvement, and the development 
of betten public health methods and techniques. 

Before concluding this statement, Mr. Chairman, I should like to 
stress one additional point. The provisions of S. 2778 are addressed 
primarily to the structure and the mechanics of public health grants- 
in-aid. We should not, however, allow the present emphasis on struc- 
ture to obscure our concern with the health services which these grants 
are designed to support. We must constantly keep in mind the fact 
that the preventive services provided through our State and local 
health departments are essential to the well-being of our people. 

We believe that the provisions of S. 2778 will strengthen these health 
services by simplifying and improving the grant structure, and by 
clarifying and implementing the objectives of Federal aid. We there- 
fore urge favorable consideration of the bill by your committee. 

46293—54—pt. 118 








268 PRESIDENT’S HEALTH RECOMMENDATIONS 


Senator Purrety. Thank you, Mrs. Secretary. 

Have you any questions, Senator Hill? 

Senator Hixi. Mrs. Secretary, shouldn't States have separate funds 
for mental health? Certainly some of those who have been active in 
the field of mental health and are very active today, feel that certainly 
so far as mental health is concerned this would be a backward step by 
integrating your mental health in with these other programs. Have 
you any comment on that ? 

Secretary Hossy. Dr. Scheele, will you answer that ? 

Dr. Scurr.e. This does not propose to change in any way the pattern 
of health services as the States now provide them in their public-health 
programs, except as they themselves might make a decision to change 
them. We would not have money earmarked in the appropriation for 
mental health, but if the States saw fit to expend it for that purpose 
then that would be appropriate. In the language of the bill, there is 
provision for State health officers to take into consideration the plans 
and interests of the State mental health people in developing their 
State plan. Some of those State mental-health authorities are other 
than the State health department. 

The last thing in the world we want this program to do is in any 
way hurt the mental-health program, as it now exists. 

Senator Hitz. But instead of the funds going directly to the State 
mental health department it goes to the general State health depart- 
ment for them to make the allocation. 

Dr. Scureve. They go to the State treasury. 

Senator Hitz. I know, but the authority would be in the hands of 
the State health officer. Is that right? 

Dr. Scurr.e. That is correct, except that the mental health author- 
ity would develop the mental health part of the plan. The plan which 
would come to us for approval would show a segment for the, mental 
health program, and therefore there would be a proportionate distri- 
bution of funds to the mental health authority for expenditure. 
There should not be any problem arising because the health officer is 
concerned in it, as far as I can see. 

Secretary Hoppy. May I refer back to one sentence in the testi- 
mony, which was— 

The bill therefore provides that the portion of a State plan relating to mental 
health activities shall continue to be developed by the State mental health 
authority and incorporated by the State as a part of the total single State plan. 

Senator Hi. I appreciate that. Of course, as the matter now 
stands Congress can appropriate so much money for mental health, 
and that money goes directly to mental health without anyone else 
having anything to say about it, except the State’s mental health au- 
thorities. Is that right, Doctor? 

Dr. Scueexe. That is correct. 

Senator Hix. Mrs. Secretary, I noticed a letter from the American 
Medical Association. I suppose it came to this committee and went 
to the House, too, in which they approved the bill but make the fol- 
Jowing recommendation : 


1. That type 1 and type 2 grants shall be lumped together in a single category. 


Is there any particular comment you have on that other than what 
you have already said ? 
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Secretary Hossy. We do not look upon it with favor. Mr. Rocke- 
feller, do you want to answer that question ¢ 

Mr. Rockereuter. I think what you would have in that case is that 
you would lose the dynamic quality, Senator Hill, of the extension and 
improvement grants; because your money under the support grant 
comes on the basis of the equalization formula—the Hill-Burton 
formula. 

For the larger States particularly the amount of funds which they 
get relative to their total expenditure is very small. Therefore there 
is no incentive for them to undertake new projects under the support— 
in other words, just a normal program. Whereas, in the extension 
and improvement grant you have the leverage which is a financial 
leverage, you could say, and which is very important in getting new 
programs started, either geographically in the new counties or in 
including more of these services that are listed here. 

So if you lump them into one and use the Hill-Burton alone you 
would not have the incentive you would by having two and having 
the States review their programs each year as a whole and see what 
might be done to improve them, and then get special assistance on 
favorable terms financially, as it were, to encourage them to new 
undertakings. 

I think it would be contrary to the basic concepts which the Secre- 
tary developed if that were done. 

Senator Hitz. I notice it also said that the terms used in type 3 
grants should be more clearly defined. Have you given any thought to 
that ? 

Mr. Rockeretter. The Secretary has been studying that. They 
raised some questions and I think there are some words there which 
seem to have meanings which were not intended. Possibly they could 
be effectively taken care of. 

Senator Hitz. In that connection, the third recommendation is that 
the Surgeon General of the Public Health Service should be required 
to consult with the State health authorities on advising the committee 
in connection with type 3 grants. 

Secretary Hossy. We have no objection to that. 

Senator Hm. Of course, I have been very much interested in the 
testimony this morning, having in mind the recommendations also 
to the Hospital Survey and Construction Act. Here your program 
is based on the idea that health needs would be best served by a unified 
public-health service grant or grants. The fact is that the Secretary 
stated there is offered to the States greater opportunity for exercising 
the need for development and administration in public-health pro- 
grams adapted to their own particular needs and circumstances. 

This bill moves in one direction and your Medical and Hospital 
Survey and Construction Act moves in the directly opposite direction. 

Secretary Hossy. That is correct. And for what seems to us like 
good and sound reasons. It is not a denial of the validity of cate- 
gorical grants as such. It is a suggestion that they have served their 
usefulness here; and moving on another way into the amendment 
to the Hospital Survey and Construction Act, admitting that the 
Federal Government should give leadership in certain areas. So we 
are perfectly conscious that to the casual observer it might appear to 
be a reversal. But actually it was a very carefully-thought-out 
approach. 
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We suggested doing away with so-called categorical grants here, 
and we suggested in the amendment to the Hospital Survey and Con- 
struction Act that we emphasize nursing homes, beds for the chron- 
ically ill, rehabilitation facilities, and diagnostic and treatment 
centers. 

Senator Hiri. You are using the categorical grant system there? 

Secretary Horpy. Yes, sir. 

Senator Hin. But they do move in opposite directions; do they 
not ? 

Mr. Rockxrretier. There is one difference, Mrs. Secretary, which 
I am sure the Senator knows. One is a continuing program of serv- 
ice; the other is construction and, in the case of the recommended bill 
which you have before you, for a 3-year program. So you do have a 
basic difference there. 

Senator Huw. It is a 3-year program, of course, so far as the 
second category is concerned. But so far as the first category, which 
is your main category, your support category, so to speak, that is a 
continuing thing. 

Mr. Rockereter. That is right. The support is continuing but 
not on a categorical basis. But where you have a continuing program 
on a categorical basis where the money is divided on a formula so 
that it is mechanical rather than able to meet the different needs in 
the different States, it becomes rigid and the States find themselves 
confined to a rigid use of that money. Whereas in the construction 
field with the Hill-Burton bill, each time the money comes up each 
year it is a new group of people who are seeking assistance under the 
grants-in-aid program. 

But in order not to lose the quality of the categorical grants in 
its objective to assist special programs, this extension and improve- 
ment phase of the formula has been developed. 

Coming from another angle, it only allows the initiative to come 
from the States rather than from the Federal Government, with the 
Federal Government concurring rather than dictating to the States. 
That was the thought I had. 

Senator LeumMan. May I ask a question? 


Senator Purrey. Yes. 
First I would like to say that I note the chairman of the whole 


committee is with us this morning and I am happy to note that he 
is here. 

Senator Smith, I wonder if you have some questions you would like 
to ask Secretary Hobby or her associates? 

The CHairman. Thank you, Mr. Chairman. I am happy to 7: 
here because I am profoundly interested in this overall approach. 
do not have any questions because I do not have oma Tetailed 
familiarity with the subject. But I do want to express to Mrs. Hobby 
and her aides how gres atly I am impressed with their presentation, and 
the attempted simplification. I have thought in the past that we have 
had complications due to these separate grants which give no leeway 
and flexibility in dealing with the needs of the times. 

I think the whole thing yresents a big improvement in public health 
over the past and I am glad to commend you, Madam Secretary. 

Secretary Hossy. Thank you. 
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Senator Purtet.. It is very nice that you found the time, busy as 
you were, to come and spend the time with your subcommittee. 

Senator Lehman. 

Senator Lenman. Secretary Hobby, of course I am interested in 
this plan from the standpoint of the Northeast as a whole. But 1 am 
also very much interested in it in the way it will work in my own 
State of New York. It is not quite plain how your plan of making no 
specific appropriations or separate appropriations for various activi- 
ties is going to affect our mental hygiene in New York. I will explain 
what I have in mind. 

New York State a great many years ago assumed the responsibility 
for caring for the mentally ill. I think it was probably the first in the 
Nation. I do not believe by any means all the other States have 
assumed that responsibility. But New York has. 

I have no accurate figures of the present appropriations and expendi- 
tures in the State of New York. During the time I was Governor, 
though, I believe that the appropriations and maintenance for all 
mental hospitals, except for State aid directly for the schools and other 
activities, was the largest single appropriation that was made. 

I would assume the appropriation today is as much as $100 million, 
because we had even when I was Governor over 100,000 patients in 
our mental hygiene hospitals. 

That $100 million, which is my estimate of the appropriation now, is 
exclusive of any appropriations or expenditures made for capital im- 
provements in the building of hospitals, which has run, of course, in 
the past 10 or 15 years, to many hundreds of millions of dollars. There 
is a proposed large bond issue that is going to be voted on in the 
coming election for the construction of hospitals. 

That expenditure in mental hygiene is vastly greater, as I recall it, 
than the aggregate expenditures for all other health services in the 
State of New York. I do not believe we make any substantial appro- 
priations for heart-disease control, or for cancer control, or for 
venereal-disease control. We probably do make some appropriations 
but I think that is all. 

I think I am safe in saying that the appropriation for mental 
hospitals and operations is far greater than the aggregate of all our 
other operations in the State of New York. 

Now, if you do not make any separate appropriations, or if the 
Congress does not make any separate appropriations for mental 
hygiene, it seems to me it is likely to be completely submerged in all 
of the other health activities. Instead of being a great part of the 
States’ responsibility, I think it would be subordinated to the others. 

Today we have in the State of New York a separate mental hygiene 
department. Our commission of public health has nothing whatso- 
ever to do with it. It is a separate and almost autonomous depart- 
ment, subject only, of course, to action by the legislature and the 
Governor. I can conceive if there is no separate appropriation for 
it that the people will not know how little or how much is appro- 
priated. and the mental hygiene activities of the State would be very 
greatly submerged in the office of health with all of the other health 
activities, and nobody would know how much or how little was being 
voted or appropriated for that purpose. 
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I wonder if you would comment on that? 

Secretary Honny. Mr. Rockefeller, will you comment on that? 

Mr. Rockrreiier. Senator Lehman, I think your illustration using 
New York and the tremendous expenditure of funds there is really 
a perfect illustration of the very thing the Secretary is reaching for 
here. You mentioned $100 million a year being spent in New York 
on it. Now, the grant in this field to New York State from the 
Federal Government in 1952, which is the last year we have recorded 
here, shows $271,000. The State is spending $100 million. That is a 
little less than two-tenths of 1 percent. 

Therefore, for that amount of money to be the basis on which 
New York State kept that program separately identified and in front 
of the people would be difficult to see. Whereas what New York has 
to do is the thing that the Secretary had in mind for all of these 
States: Not to measure their concern for a particular disease of a 
particular problem in terms of Federal assistance, but to measure it 
in terms of their own appraisal and judgment as to what the States 
should do. 

As New York State has done, they have gone ahead with the tre- 
mendous program and the Federal contribution is really a token. 
That money would be available to New York now in the form of 
support and extension and improvement. 

New York State might want to take a much larger percentage of 
the money for mental health than the $200,000, and blow it up. 
This would give them the opportunity to use the total funds if they 
saw fit; and as you say, New York spent more on mental health 
than all of the others put together. 

Senator Lenman. My figures are even greater on Federal aid 
than yours. I have just been handed a memorandum that in 1954 
New York State received $186,300 for mental health. 

Mr. Rockxeretier. That is right. 

Senator Lenman. As against an appropriation by New York of 
approximately $100 million. It may be somewhat more or less than 
that. 

It does seem to me that this is a case of the tail trying to wag the 
dog in a very vigorous way. What worries me even more is the fact 
that there is no uniformity throughout the matching in regard to 
the responsibility for the care of the mentally ill. 

We have assumed that responsibility—am I right, Dr. Scheele? 

Dr. Scurete. Yes, sir. 

Senator Leuman. And many States have not assumed that respon- 
sibility for mental health. 

Dr. Scueetz. I believe they have all assumed it, but some have 
assumed it in a greater degree than others. It has been assumed to a 
very small extent in many ‘States. 

Mr. Rocxeretier. The figures which you quote I think are correct. 
The ones we have here are 1952-54, and the figures have been coming 
down since 1950, you know. 

One of the arguments made previously, Senator, was that if you 
eliminated the categories it would reduce the appropriations because 
Congress would be less apt to appropriate to the general health pro- 
gram than it would to special categories. That was asked of the Secre- 
tary in the House and she got some tables together which I think 
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might be interesting to look at for the members of the committee, if 
I may produce them, Mrs. Secretary. 

Secretary Hoppy. Yes. 

Mr. RockrreiiEr. These show the history of the : appropriations for 
these various grants. The interesting thing to note is that the grant- 
in-aid program that has stood out—you can put the chart up, if you 
will—the grant-in-aid program that has stood up and held its own has 
been the general health. Whereas in categories, while moneys were 
appropriated and they went up into large figures, as you will note, 
Congress has progressively since 1950 cut these, so that they have been 
going down with a very rapid descent. 

So I do not think the ar gument of Congress being more sympathetic 
to categorical grants as far as appr opriations are concerned is borne 
out from the history of the appropriations. 

Senator Leman. In the very interesting statement of Secretary 


Hobby—which unfortunately I did not hear in full—on the last page 
she says: 


Finally, it would more clearly identify and define the objectives of Federal 
grants and would enable congressional appropriations to be directly related to 


those objectives. 

My feeling is it is exactly the opposite. I do not have it all in mind, 
of course. 

Secretary Hossy. The objective, Senator Lehman, being support, 
extension and improvement, and special projects. 

Senator Lenman. What I am fearful of is in the first place I want 
to say I was very strongly opposed to these cuts by Congress in 1950. 
They were unwise. But if you bunch everything into ‘the six cate- 
gories described here and into a lesser number of appropriations, then 
some may seem very large to the public. But when you appropriate, 
let us say, $10 million for cancer research and $15 million for mental 
health activities, and some other figure for hygiene research, or X 
number of dollars for heart-disease control, then I think people can 
see how hideously small these appropr iations are for each one of these 
activities. It may seem large in the aggregate but I think people will 
be able to see and that it will be possible to dramatize much more 
readily the insufficiency and inadequacy of these individual amounts 
of money being appropriated to individual activities. 

I may be in error in my fear, but I very definitely have it. 

Mr. Rocxere.ier. Interestingly enough, it has not been the history 
in the Congress. In the research grants and categories, yes. There 
the identification of the individual cancer or heart research program 
has been an important factor in maintaining and increasing appro- 
propriations. But in these public health aspects of those categories 
that has not proven to be the case. 

It was the Secretary’s feeling that it would be better to go before 
the Congress with recommendations for general health, or support of 
general health work, and then to identify that portion of the grant or 
appropriation which she would rec ommend with the Surgeon General 
for support, and then clearly identify those moneys which were needed 
for extension and improvement and justify them on that basis, rather 
than just onthe names. Based on State plans, which cover the overall 
picture and which had been developed by the State offices and county 
offices working together on the basis of a thorough review each year 
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and which represent their own recommendations, she felt that that 
gave greater promise for State initiative and State responsibility with 
Federal cooperation than the present system. 

Senator Pacem. Without objection, the Public Health Service 
grant charts which you have just referred to will be included in the 
record, Mr. Rockefeller. 

Mr. Rockerevier. May we submit the figures that go with it? 

Senator Purrett. Thank you. They too shall be included. 

(The tables referred to are as follows:) 
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Federal grants-in-aid for public health services (appropriations, fiscal years 
1936-54) 














Total 
Year anal General Venereal | Tuberculo-!| Mental Cancer Heart 
health disease sis control health control disease 
Amount | Difference 
_— a = a i— a : —s— 
Be, bck Wee EE Bcc cceunmnnuell GREE Tniccisnsinniicecl aiannaretenenedlidhiaidie 
1937... 8, 000, 000 | $4, 667, 000 SG Oe Be etek ck | 
1938...| 8,000,000 |.......-.._-| 8,000, 000 | ee ead 
1939___| 10, 400, 000 2, 400, 000 8, 000. 000 | $2, 400, 000 a: . Pcscass dcadtoncakUemiattuns 
1940___| 13, 839, 836 3, 439, 836 9, 500, 000 Dc ORG be aie < nccipin vss " ihc ane gibad . atesseund 
1941 16, 481, 537 2, 641, 701 | 11, 000, 000 | 5, 481, 537 |._._. ee saad one a 
1942 18, 658, 167 2, 176, 630 | 11, 000, 000 7, 658, 167 |-- L CS RESP UES ES EN SLES ere Letras ae 
1943 | 20, 998, 099 2, 339, 932 | 11,000,000 | 9, 998,099 |-........-..|....--- lel catia a 
1944 | 20, 431, 257 — 566, 842 | 11, 000, 000 9, 431, 257 | Boa 2) ded Steam atl eves 
1945 | 21, 623,997 | 1, 192, 740 | 11,000,000 | 9, 253, 883 | $1,370,114 |__- a“ 


1946 30, 247, 876 8, 623, 879 | 11, 000, 000 | 14, 047, 976 5, 200, 000 ae | 
1947 36, 002, 990 5, 755, 114 | 14, 250, 000 | 14,872,990 | 6, 880, 000 | 
5 























1948 __ _| 39, 038, 685 3. 95 | 11,217,039 | 15, 531, 646 | 6, 790, 000 | $3, 000, 000 | $2, 500, 000 | .....-.... 
1949 38,901,070 | — 11, 214, 666 | 14, 846, 404 | 6,790,000 | 3, 550,000 | 2, 500,000 |__..._._.- 
1950 43, 135, 000 2 | 14, 200, 000 | 13, 095, 000 6, 790, 000 3, 550, 000 3, 500, 000 |$2, 000, 000 
1951 38, 696, 100 , 438, | 13, 540, 500 | 10, 705,600 | 6, 350, 000 3, 200, 000 3, 200, 000 | 1, 700, 000 
1952 36, 449, 300 | —2, 246, 800 13, 500, 000 9, 449, 300 | 5, 800, 000 3, 100, 000 3, 100, 000 | 1, 500, 000 
1953 32, 011, 881 | —4, 437, 419 | 13, 000, 000 6, 061, 881 | 5, 300, 000 3, 100, 000 3, 050, 000 | 1, 500, 000 
1954. - 22, 086, 500 |—9, 925, 381 | 10,135,000 | 1,976,500 | 4, 275, 000 2, 325, 000 2, 250, 000 | 1, 125, 000 
| | | 





Senator Purrett. Have you any questions? 

Senator Coorer. I would like to ask a few questions. I would like 
to start out first with the total amount of money that might be ap- 
propriated by the Congress. 

Assume as an example that the Congress should appropriate $100 
million for the complete program. Is there any provision in the bill, 
or is there any formula which would determine the apportionment of 
a lump sum of money by the Congress between support, extension and 
improvement and specific projects ? 

Mr. RockrFe.uER. The answer to your question is the money would 
not be appropriated in a lump sum, but in three separate sums, the 
amounts of which would be determined by the Congress each year. 

Senator Coorrr. I know that. But there is no formula set up in the 
bill to determine the apportionment of the appropriation. 

Mr. Rockere.ter. There would be three appropriations. 

Senator Coorrr. I know that. 

Mr. Rockereiier. There would be one for support, which would be 
considered and justified and acted on by itself. 

Senator Coorrr. And the Congress would determine what sum of 
money would go for support, what sum of money would go for ex- 
tension and improvement, and what sum of money would go for special 
projects. 

Mr. Rockere.ier. If any. 

Senator Coorer. Assume the Congress appropriated $65 million for 
support, $25 million for extension, and $10 million—I think I am 
right—for special projects. Let us take the $10 million for special 
projects. There is no formula for the apportionment of that money 
to the States. 

Mr. Rockeretter. That is right. 

Senator Coorer. Once it is in the State there is no formula for the 
way it shall be spent in the States. That is purely a determination 
by agreement between your Department and the States. 

Mr. Rockere.ier. The money would not be actually allocated to the 
States. 
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Senator Coorer. I know. Any place in the United States. 

Mr. Rockrretier. The money would go to a specific project or a 
specific program in a State, and only after the State health officer had 
been consulted, so that he was in concurrence with the allocation. But 
there would not be a general distribution of the funds to States. 

Senator Cooper. There is no formula. It is just a matter of deter- 
mination by the Department. 

Mr. Rockereier. That is correct. 

Senator Coorrr. Take the next one. Extension and improvement. 
Suppose you had $25 million appropriated by the Congress for that. 
I understand that the apportionment to the States would still be based 
on the population formula. 

Mr. Rocxrrenier. Exactly. 

Senator Coorrr. In the States you have a 

Mr. Rockereiier. A State plan. 

Senator Coorrer. Seventy-five percent and twenty-five percent. 

Mr. Rockeretter. Seventy-five, fifty, and twenty-five. 

Senator Cooper. Over a 6-year period. 

Mr. Rockeretisr. That is correct. But each year there would be 
new money available to the State. 

Senator Cooper. Now, the support is the one I really wanted to 
inquire about. Idonot understand the formula. Assume $65 million 
is appropriated by the Congress for support. The formula is changed 
from the present formula. 

Mr. Rocxerenier. The formula is changed. 

Senator Cooper. That applies to all of your grant-in-aid programs. 

Mr. Rockereiier. The Secretary will be back tomorrow recom- 
mending or supporting legislation on vocational rehabilitation, and 
you will find the same formula recommended there. 

Senator Coorer. Without going into the details by which you 
arrived at the apportionment to the State, the theory is that the larger 
States now would receive smaller amounts and the poorer States would 
receive perhaps larger amounts. 

Mr. Rockeretier. We did not develop a formula in the Secretary’s 
office. This was a formula which, I think, one of your committee 
members is importantly responsible for having developed, Senator 
Hill. It is a formula on which I know Senator Taft spent a great 
deal of time. It is apparently the formula which the States feel 
across the board most effectively reflects what is sometimes called 
equalization—to give special help to those States which have a lower 
per capita income. 

Senator Coorrr. I am not from a rich State, but supposing you had 
a State like New York or Massachusetts, one where there are great 
hospitals and where they have perhaps started great programs in 
mental health, cancer, and heart disease. This would mean, I assume, 
that those States would receive smaller:sums. 

Do you think that this would affect the programs which they may 
have already instituted in such fields ? 

Mr. Rocxeretier. I think this chart here is the best answer. The 
matching formula, as it now exists, is two Federal dollars to one State 
dollar. This is the average Federal contribution to State and local 
contributions in the 48 States for general health. Therefore, it would 
be clear that the wealthiest States would be spending far more or a 
far larger proportion of Federal to State funds than the average. 
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So what you really have in your general health programs and to 
a certain degree in the categorical is “that in many cases the Federal 
money only ‘represents 1 percent of their total expenditures, so that 
it becomes a very small factor really in the big States as far as the 
support is concerned. It is an important factor because any money 
is important these days, but it is a relatively small factor. However, 
the point—— 

Senator Cooper. I am thinking of a situation where, because of the 
facilities those States have, they probably have more "advanced pro- 
grams in those fields. Then, in a State like Wyoming do you think 
the cutting of their funds which would probably result ‘from the 
change of this formula would possibly affect the programs which can 
perhaps only be carried on successfully in those larger States where 
they have better hospital facilities, like cancer control ? 

Mr. Rocxeretier. I think the answer would be “Yes,” if there 
would be only a support program based on the equalization formula 
found in the Hospital Survey and Construction Act. However, that 
is only a part of it. The extension and improvement grant is allo- 
cated on a population basis. Therefore the big States would get more 
money because of larger population, and that money would be : applied 
for the improvement ‘of their program. So that they will benefit pro- 
portionately more here because of the larger populations that they 
have. That will create a balance. 

Senator Cooper. It will correct inequities ? 

Mr. Rockeretier. That is correct. So the answer to your question 
is that the new formula would not adversely affect it. 

Senator Cooper. I have another question. 

Secretary Hopsy. May I add one thought there, Senator? 

Senator Coorrr. Yes. 

Secretary Hossy. In the applic: ition of the Hill-Burton formula, 
in the Hospital Survey and Construction Act our experience demon- 
strates that these so-called rich States were not deterred in their hos- 
pital construction. In the States with lesser fiscal capacities, however, 
the programs were greatly helped. That has been the experience in 
hospital construe tion as among the States. 

Senator Purrett. Mrs. Secretary, may I say—and this may be 
helpful to Senator Cooper, although I am not sure that it will be—but 
it may be if I asked this question now: Is it not true in the long run, 
and in the overall picture, that every State will be better off finan- 
cially, that is, the financial participation will be greater than it is 
today? Also have you some figures that will demonstrate that so that 
we can include them in the record? I believe you do have some. 

We have one set of figures which I received from your Department, 
and I think we ought to have it in the record. 

Secretary Hossy. Could we submit that for the record ? 

Senator Purretn. Yes. I am sure it would be a help and it will 
be included, if there is no objection. I have one here and that is the 
reason why I mentioned it. 

(The document referred to is as follows :) 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, WASHINGTON 


Notre.—The attached tables have been prepared to show the fiscal effect of the 
President’s recommendations in respect to Federal grants to States for health 
services and facilities, vocational education, vocational rehabilitation, and mater- 
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nal, and child health, and welfare services. The explanatory notes indicate the 
assumptions which have been made in the preparation of the tables. The budget 
levels for fiscal year 1955 have been used, for purposes of comparison, in the 
1956 table. 

It should be particularly noted that the second table, labeled ‘Projected Impact 
of Legislative Recommendations—Fiscal Year 1956,’ is not intended to be a 
prediction of the budget recommendations of the President for fiscal year 1956 
except in the case of vocational rehabilitation. The levels of appropriations in 
fiscal year 1956 will be determined through the regular budget process in the 
light of all circumstances existing at the time of the budget recommendation. 
The maximum authorizations for the five programs as proposed in the bills to 
carry out the President's recommendations are as follows: 


ck _ $210, 000, 000 


Public health services _______-_ aes eg aa Sa (*) 
Maternal and child health and welfare____._____________________ 41, 500, 000 
Vocational rehabilitation___.._.._._.______ pois SAC) eh ee (*) 
Vocational education _______- brat tees code ths abit lati ae =.-.-.- 96;000,000 


1 No limit. 
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Senator Purre.. I thought that might be along the line you were 
talking about, Senator. 

Senator Coorrr. I have one other question. I know most poor 
States are always looking for money and searching for money. Do 
you think there is any danger in this in that there is any tendency to 
channel too large a percentage of support into these poor States, or 
could they do it without the approval of the Department ? 

Secretary Horny. It would depend on the level of the appropria- 
tion, Senator Cooper. The level in support and in extension and im- 
provement, and in special projects. 

Senator Cooper. That is the tendency for local governments to get 
some of their operating costs on somebody else’s back, 

Mr. Rockeretrer. I think the Secretary’s point is very important. 
The State really has no say over how much it gets in support grants, 
because the Congress will determine what funds will be allocated to 
that phase of the three-part grant program. Then the money would 
be divided according to the Hill-Burton formula, so that it would go 
to them and they would get their share automatically. 

Senator Coorrr. Take that list with Public Health on it. Would 
there be a possibility within the State of making a plan within the 
State? For example, to channel its funds more into its operating 
costs, let us say, perhaps under general health, than it would be in the 
programs which you have ter med ¢ ategorical? Let us say in research, 
perhaps? 

Mr. Rockereiier. That would really be up to the State health offi- 
cer to determine, I suppose, working with the governor and the county 
health people. 

Senator Coorrr. It is a great temptation, though, to get rid of some 
of those operating costs. 

Would you all have any control or possibility of reviewing those 
programs ¢ 

Secretary Hoppy. I will let Dr. Scheele answer that particularly ; 
but he does review the State plan. I would like him to simplify that. 

Dr. Scurrete. The States would be required to submit their plans 
for approval. I believe our working relationship with them is such 
that we could talk with them on a friendly basis and avoid that very 
situation happening. 

Senator Coorrr. You recognize there is always that possibility. 

Dr. Scureitr. Yes, sir. This has always been a problem and it is a 
problem today. We have $10 million in the general-assistance grant, 
and they can ‘do it with that money today. So this is not new, but it 
is an old problem. We found them very good about not using that 
money just to cover up certain administrative expenses they wanted 
to relieve State funds from, and also in the budgets in TB and venereal 
disease and mental health. 

The white parts of the bars on this chart show they have been in- 
terested in getting State and local money into those special programs. 
I think there is some evidence. 

Mr. Rockxereiier. That is overmatching. 

Dr. Scuerie. That is right. They are actually overmatching and 
just won’t use the Federal grant to cover those programs which are 
not going to add very much to public health. 

Senator Cooper. The reason why I asked that is for this reason: 
Someone is going to testify later on this. It is the statement for the 
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\ssociation of State and Territorial Health Cflicers. On page 2 there 
is a paragraph with a plea for more money to go into support, and 
it is stated: 

Should, for instance, as much as 25 percent of the total be allocated for 
extension and improvement, worthy as that is, with its biennial reduction of 
one-fourth of the Federal fund participation, many of the States would be 
embarrassed and possibly resentful, as well as hard put to take over so large 
a part of the load, under our present system of taxation. 

They agree in there that more funds for support rather than for 
what you might call categorical programs should be allotted. 

That is all I have. 

Mr. Rockerrtter. Might I comment on that, Mr. Chairman / 

Senator Purrert. Yes. 

Mr. Rockxerruuer. I think what is back of the comment in that 
letter is this: They are worried about this total decline as shown on 
this chart since 1950 down to here. That I think is the basic con- 
cern they have. They do not mind the idea of improvement, but 
they are worried about the total reduction of their support funds and 
the effect on the States. 

That is a pretty substantial decline that has taken place. I think 
that is the basis for their fear. 

Senator Purret.. I want to make clear that the sheet showing the 
participation in the States is in the record. 

Senator LenmMan. I want to ask one question. Under the expendi- 
tures, what are the figures on mental health ? 

Mr. Rockererter. It is a total Federal expenditure of $11 million. 
I am having a little trouble reconciling that figure with your $100 
million, to tell von the truth. Dr. Scheele seems to know what the 
answer is. 

Dr. Scurerr. We do not, by regulation, permit the States to ex- 
pend the funds they receive from our grant for the giving of cus- 
todial care in mental institutions. The big bulk of the expenditure 
in most States is for the operation of the mental institutions. Our 
funds are used more in the front end of the problem, such as in treat- 
ment and diagnostic clinics. They are mental-health clinics. Our 
funds may not be used in the actual care of patients. 

Senator Lenaan. T thought that chart purported to be a compari- 
son of Federal grants for mental health with those of the States. 

Mr. Rockereriier. It does. 

Senator Lenman. Due to the fact that New York has $100 million 
hat $11 million does not seem very realistic. 

Senator Purrerr. They are matched funds. 

Secretary Horry. It does not in the framework of the Federal 
law. Dr. Scheele made the important point that all of the States 
spend in custodial care great sums for the care of the mentally ill. 
These are not shown as matching funds. 

Senator Lerman. May I ask you one other question which T failed 
TO ask before ? 

The statement was made by somebody here that all States would 
fare better under this program than they have. On the last sheet 
in the second column of Public Health you show $17,514,000. I 
realize perfectly well that that figure cannot possibly be binding 
and that it is dependent on a great many different ifs, ifs, and ifs. 
1 realize that. But when T read the appropriations for the various 
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years from 1936 to 1954 of the Federal grants-in-aid published by 
the services, that amount seems completely inadequate, as do the 
amounts that have been appropriated in recent years, which were 
larger than that, which alse appear to be inadequate. 

In 1950 we appropriated for Federal grants-in-aid for the Public 
Health Services $43,135,000. From that time each year the appro- 
priation was very substantially reduced, so that in the year 1954 we 
appropriated only $22 million for all of these grants-in-aid, as com- 
pared to $43 million in 1950. 

Under this plan it is estimated, although I realize without any rea! 
finality, that the amount that would be available to grants-in-aid in 
public health would be only $17 million. What I am trying to do 
is to emphasize the complete inadequacy of the amount that 1s made 
available by the Federal Government in grants-in-aid to the States. 
I think if you really want to help the States and get them to welcome 
Federal aid, I think you have to make the program more attractive 
than it appears to me to be at the moment. 

Mr. Rockeretirr. There is one point that should be called to your 
attention. That is, there is a 10 percent reduction from that figure 
because of the special project grants, which are not allocated on a 
State basis. Not that that answers your question, because you are 
talking in far bigger figures than that, I understand. 

Senator Leuman. Thank you. 

Senator Coorrr. Mr. Chairman. 

Senator Purre..t. Senator Cooper. 

Senator Coorrr. I notice you have a chart there which shows the 
appropriation in 1950 which Senator Lehman referred to, and which 
continues on from 1950 to 1954. Could you put in the record the 
appropriations in each of those categories beginning, let us say, in 
1950 down to this year? 

Senator Purretit. You may have those included in the record. 

Senator Cooper. Yes. Because we have a statement on 1950, and 
I think it would be proper to show what the various appropriations 
have been in all the years since then. 

Senator Purre.u. I think that sheet accompanied the chart, Senator. 
Did you get one? 

Senator Coorrer. No. 

Senator Purreii. Federal grants-in-aid for Public Health Services. 

Senator Coorrr. I will ask that that be placed in the record. 

Senator Purreitt. Yes, and it is so ordered. I thought I had 
ordered it, Senator. Iam very sorry if I haven't. 

Senator Cooper. All right. 

Senator Lenman. I think instead of 1950 to 1954 it should be from 
1936 to 1954. 

Senator Coorrr. I think you are right. 

Senator Lenman. That is the sheet I have. 

(The table referred to was previously submitted.) 

Senator Purre.n. Are there any other questions? 

Senator Hitz. There is one thing. In reference to some of the 
figures, it seems the program is getting smaller each year because of 
the reduction in funds. Is that not true, Mrs. Secretary ? In other 
words, Senator Lehman called attention to the fact that in 1950 there 
were $43 million appropriated and in the Korean war we had $38 
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million in 1951, and in 1952 $36 million, and 1953 $32 million, and 
in 1954, which is this year, of course, it dropped down to $22 million, 
and now you propose to drop it down to $19 million, approximately. 
Is that right ? 

Secretary Hoppy. Yes,sir. That is right. 

Senator Hu. You can write all the legislation you want on the 
books, but if you do not provide the money I do not know how you are 
going todo it. Iam not going to ask Dr. Scheele to comment on that, 
but I think I know what his comment will be. 

You talk about being dynamic and looking forward, but you do not 
move unless you have gas in your car. Certainly in these programs 
you do not move unless you have the funds with which to move. 

That is all, Mr. Chairman. 

Senator Purrett. Thank you, Mrs. Secretary, and we thank your 
associates for being here. We look forward to your visit tomorrow, 
at which time we will discuss the rehabilitation and vocational 
program. 

Dr. Erickson was to be our next witness. He is not here but I 
am informed Dr. Norton, a member of the executive committee of the 
Association of State and Territorial Health Officers, will appear in 
place of Dr. Erickson. Is that correct ? 


STATEMENT OF DR. J. W. R. NORTON, NORTH CAROLINA STATE 
HEALTH OFFICER AND MEMBER OF THE EXECUTIVE COMMITTEE 
OF THE ASSOCIATION OF STATE AND TERRITORIAL HEALTH 
OFFICERS 


Dr. Norton. Yes, sir. 

Senator Purreit. Dr. Norton, we welcome you here and we are 
glad to hear you. 

You have a prepared statement ? 

Dr. Norton. Yes, sir. 

Senator Purrety. Is it your intention to read that complete state- 
ment, or do you wish to read just excerpts from it? 

Dr. Norton. I can read this in about 13 or 14 minutes, if you would 
like me to do so. 

Senator Purretn. We are very happy to have it, if that is the way 
vou want it, Doctor. 

Dr. Norron. All right, sir. 

I would like to say that the Association of State and Territorial 
Health Officers is a group that does not have a Washington staff, or a 
full-time office anywhere. It is just the official directors of public 
health in the various States and Territories who get together with the 
aoe of Health, Education, and Welfare, particularly the Pub- 
tic Health Service and the Children’s Bureau. 

The reason why I am appearing today is because our president is 
from Oregon and our secretary is from Wyoming. Being from North 
Carolina, it was a little more convenient for me as a member of the 
executive committee to appear here. 

Senator Purretit. We had another excellent witness from North 
Carolina. I believe it was Dr. Farrell, who helped us a great deal. 

Dr. Norron. Mr. Chairman and members of the committee, it is my 
privilege to represent, and to speak for, the directors of the official 
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State and Territorial departments of he: alth, who support in principle 
S. 2778. As a matter of fact, speaking for the group, I can say we 
wholeheartedly feel this is a great improvement over the arrangement 
we have had. 

As a member of the executive committee of the Association of State 
and Territorial Health Officers, I participated in that executive com- 
mittee’s study of, and action on, the bill. Unfortunately, due to lack 
of time, it was not possible to get the specific recommendations of each 
individual State and Territorial health officer, as had been planned, 
but we do have a statement of the 28 States at the end of this document. 

The committee, however, has authority to make this statement, and 
I assure you that it reflects as faithfully as we are able to put it the 
position of our members. 

By and large, official responsibility for the advancement of the 
health of our ‘people with particular emphasis on the prevention of 
illnesses, injuries, and deaths rests with the State health departments. 
Actual provision of public health services, varying in each State, is 
largely the responsibility of local health departments. For many 
years now there has been developing an increasing effective Federal- 
State-local partnership. Spurred by this Federal-State-local part- 
nership, noteworthy strides have been made in the reduction of such 
disabling diseases as the venereal diseases, tuberculosis, and the in- 
testinal diseases due to unsafe drinking water, milk, and unsafe sew- 
age disposal. More recently there has been progress in reducing the 
toll of cancer and of heart disease and in the prevention of afte reflects 
of emotional disturbances in children. There have been other sig- 
nificant advances in better health for our people such as better nu- 
trition, maternal and infant health, dental health, and so on. 

The potential health benefit from these activities is tremendous. 
So far, however, the activities and returns on this joint Federal-State- 
local partnership investment are only getting well started. 

Inherent in many of these forward steps toward better health, 
there has been potent impetus of the grant-in-aid Federal-State- 
local partnership that has made possible the strengthening of exist- 
ing, and the initiation of new, preventive services. Congress in its 
wisdom has provided funds for attacks on specific disease problems 
such as venereal and mental, tuberculosis, and cancer. These have 
been designated as categorical grants. S. 2778 amalgamates these 
specific support funds with that for general health in one package 
termed a block grant to share with the State and local health depart- 
ments in meeting the cost of public health services. 

As State health officers we have been aware of the need for the 
greater flexibility the new mechanism would provide in the interest 
of more effective and economical use of the funds. Relative needs 
for specific health activities vary greatly from State to State beyond 
the ability to best cope with them through a single formula. We 

‘an adjust to them more effectively in the public interest under the 
more flexible provisions of S. 2778. Each State will be freer to use 
funds according to the varying local needs, and bookkeeping and aud- 
iting costs will be reduced markedly. 

In addition to the vital support provision, the bill encourages States 
to extend and improve their existing services and to study and develop 
new techniques that may prove more effective and economical. 
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Though we would have preferred more time to do a more careful 
study, we have recommendations as to certain aspects of this pro- 
posed bill. For instance. it is our understanding that allocations as 
to the percentage of funds for each of the three types of grants: (1) 
support; (2) extension and improvement; and (3) special projects, 
are scheduled to be determined by another committee when appropria- 
tions are made, possibly on a 65-25-10 percentage ratio. 

We believe that under present existing conditions public health in 
our States will be advanced more certainly if about 85 percent of the 
appropriation is allotted for support, 10 percent for extension and 
improvement, and 5 percent for special projects. That is on the 
basis of the decreasing appropriations, which have been discussed in 
the last few minutes. 

Should, for instance, as much as 25 percent of the total be allocated 
for extension and improvement, worthy as that is, with its biennial 
reduction of one-fourth of the Federal-fund participation, many of 
the States would be embarrassed and possibly resentful, as well as 
hard put to take over so large a part of the lonxd, under our present 
system of taxation. 

Most States would be in a position to do a better job if not more than 

percent of the appropriation were allocated for special projects. 
We are of the opinion that since funds are already available to the 
mp gn Institutes of Health for research in public-health techniques, 

) percent allocation for special projects would be sufficient. We 
vena’ that special project grants to public and other nonprofit 
organizations and agencies be required to have the approval of State 
health, or State mental health authorities, as the case may be, in the 
interest of coordination and effective use of these funds within each 
State. 

We rely on the sound judgment of Congress to assume continuance 
of the excellent health progress by maintaining the effective partner- 
ship support with State and local appropriating bodies. There are 
already mounting public expenditures to care for unfortunate older 
people in our aging population. A significant portion of that expendi- 
ture is due to ill health, a part of which could have been prevented. 
It is sound procedure to enlarge the possibilities of prevention of the 
need to provide a considerable amount of those funds, particularly in 
view of the prospect that the total load will continue to grow. 

As we get people to take advantage of what is known “about sound 
nutrition and the hazards of overweight as they contribute to heart 
disease, high-blood pressure, and diabetes, of early detection of cancer, 
of prevention of rheumatic fever, of the early diagnosis and care 
and eventual prevention of mental illness, of the prevention and early 
discovery of tuberculosis, and so on, we can expect to reduce the need 
for funds to care for unfortunate older people. 

There is much that can be accomplished through stimulation pro- 
vided by Federal funds to advance fuller, more productive living 
that would not come about without them. 

The responsibility of safeguarding the health of the citizens of each 
State reposes in the State board of health. Local governments have 
rapidly increased their support to exceed, in some States, the State 
funds. You saw the overall chart, which showed they had in the 
country overall exceeded the State funds. 
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The Federal Government, too, has a clear-cut responsibility to assist 
in the maintenance of adequate health services within the State for 
the following reasons: 

First, national defense is definitely a responsibility of the Federal 
Government. Safeguarding the health of the civil population during 
peace and war is definitely an integral phase of national defense. A 
healthy citizenship is essential to adequate production of the sinews 
of war. The Federal Government in times of national emergency does 
not hesitate to draft manpower for the defense of the Nation. By the 
same token it would seem logical that the Federal Government should 
aid the State and local health departments in the execution of a sound 
public-health program designed to produce physically, mentally, and 
emotionally sound and robust individuals to serve in an emergency. 
Our potential enemies outnumber us quantitatively. We must rely 
on the quality of our defenders. 

In the second place, by an act of Congress the United States Public 
Health Service is charged with responsibility of preventing the inter- 
state spread of disease. It would manifestly be foolish to throw a 
cordon of oflicers around each State for the purpose of keeping com- 
municable diseases from crossing State borders. For a number of 
years the Public Health Service, in cooperation with various health 
departments, has studied how best this legal responsibility of the 
Public Health Service can be met. 

After years of trial and experimentation it has been a joint con- 
clusion that. the best way to prevent the interstate spread of disease 
is to control it at its source. To accomplish this result some type of 
public-health machinery is necessary. 

Finally, as a result of group thinking the local health department, 
manned by well-trained personnel, has been found to be the ideal 
agency for controlling diseases at the source and consequently pre- 
venting the interstate spread of disease. Therefore, the allotment of 
general health Federal funds for the maintenance of local health de- 
partments through the State health departments should not be con- 
sidered a Federal subsidy but as a just payment by the Federal Gov- 
ernment to the local health departments for supplying a service which 
those agencies can perform more efficiently and effectively than can 
a Federal agency. For these two reasons it is definitely felt that the 
Federal Government has a moral and legal responsibility to render 
adequate financial aid to the States in supporting effective health 
services—State and local. 

The above two paragraphs were added also to emphasize the logic 
of, and necessity for, continuation and strengthening of the traditional 
tripartite financial support—Federal, State, and local. Changing 
names and formulas is helpful administratively as S. 2778 provides. 
The level of appropriations, however, is even more important and with 
preventive health services a rapidly improving buy this is the time to 
increase our investment. 

The reason why we say it is a rapidly improving buy is because we 
can accomplish so much more in new areas where formerly we were 
unable to do anything from the standpoint prevention. 

Following this statement we have attached a summarized report 
from 28 States on their initial reaction to the provisions of S. 2778. 
As others come in they will be forwarded to your chairman. 
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Permit me to close with the regret that we could not more thor- 
oughly go into the possible implications of S. 2778 and therefore 
are in a position only to state that we endorse it in principle with 
certain recommendations for modification and that adequate financial 
support for public-health services is more vitally needed than even the 
administratively helpful provisions of this proposed bill. 

May I express our appreciation for this opportunity to bring these, 
our recommendations of the Association of State and Territorial 
Health Offices, to you. 

Senator Purret,. Thank you, Dr. Norton. 

Your document containing the State reactions will be made a part 
of the record at this point, without objection. 

The document is as follows:) 


STATE REACTIONS To S. 2778 RECEIVED So Far (MarcH 29, 1954) sy EXECUTIVE 
COMMITTEE OF ASTHO 


ALABAMA 


‘ 


\pproves block grant and specifically goes along with the A. M. A. suggestion 
of lumping type 1 and 2 funds. 

Disapproves the fact that fiscal 1956 proposed funds show reductions as com- 
ed to fiscal 1955. 


ARKANSAS 


\pproves block grant and would prefe the 85 percent, 10 percent, 5 percent 
distribution of type 1, 2, and 3 funds. 
Opposes direct allocation of public aid funds to any other agency than the 


public health agency. 





CALIFORNIA 
\pproves block grants. Would prefer 85 percent, 10 percent, 5 percent dis 


Disapproves the decrease in funds available to California which would amount 
to an almost 50 percent loss in fiscal 1956 over fiscal 1955. 


COLORADO 


Disapproves adoption of the bill as it now stands although agreeing that 
greater flexibility in the use of funds would be desirable. Agrees with Doctor 
Norton’s March 12 statement before House Committee on Interstate and Foreign 
Commerce on H. R. 7397 in that adequate financial support for public health 
services is more vitally needed than administratively helpful revisions such as 
elimination of some of the categorical grant restrictions. Prefers the 85 percent, 
10 percent, 5 percent distribution among types 1, 2, and 3. 

Disapproves grants being made to projects in the States without clearance 

irough the official State agency 


FLORIDA 


1 


Is not enthusiastic about supporting S. 2778 because it proposes to earmark 
funds for new categories under (2) and (3)—‘“Extension and Improvement, and 
Special projects’—when funds are not sufficient for existing categories. 


GEORGIA 


Agrees with the principle of block grants. Believes 80 percent to 85 percent 
should be made available to type 1 general support grants. 
Dislikes loss of funds in application of new formulae of fiscal 1956 over fiscal 
1955 
IOWA 


Feels that the block grant could provide more flexibility to the individual State, 
approves of this. 
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Since they have a separate mental health authority they have not been able to 
determine the total effect on their State of fiscal 1956 over fiscal 1955. 


KANSAS 


Approves in principle in spite of the projected loss of $18,000 a year in Federal 
funds. 

Disapproves of the extension and improvement or type 2 grant until it is more 
clearly spelled out. Feels that the basic services which are not adequately 
nourished at the present time would need this additional support. 


KENTUCKY 


Is not familiar enough to make detailed comments but believes it has some 
disadvantages for their State. 
LOUISIANA 


Approves of the latitude given by block grants and the additional latitude to 
State health authorities in determining fiscal policy. 


MASSACHUSETTS 


Trying to ascertain whether funds received under the terms of the proposed 
law will be subject to reappropriation by their State legislature before their 
department can actually use its share. If so, feel that they will fare at least 
as well as under the old categorical allotment policy. 

Dislikes the application of the new formula. 


MISSOURI 


Approves opportunity of developing a health program suited to the individual 
State. 

Sees no disadvantages if the State is allowed to use 95 percent of the total 
according to the determinations of the State health authority in accordance 
with recommendations of the A. S. T. H. O. executive committee and the A. M. A. 
Would lose $22,000. 


NEVADA 


Approves the advantages of flexibility. 

Disapproves in (2) the squaring of the per capita income factor and changes 
in matching formulas. Most Public Health Service grants are now 50 cents 
State to $1 Federal and this bill changes it to $2 State and $1 Federal. Believes 
$1 State to $1 Federal would be fair to all with 85 percent, 10 percent, 5 percent 
distribution. 


NEW MEXICO 


Approves block grants provided for in 8, 2778 as funds will be more wisely spent 
at State level. Would prefer 85 percent, 10 percent, 5 percent distribution. 


NORTH CAROLINA 


Approves S. 2778 in principle and likes the increased flexibility and adaptability 
for State and local health department areas. 

Would prefer only small amount, say 10 and 5 percent, respectively, under 
(2) and (3) with main portion going to support (1). 

Special projects should be approved by State health department or mental 
health authority. Federal support continuation in the Federal-State-local part- 
nership is of greatest importance. 

OHIO 


o77 


Approves flexibility of 8S. 2778 as compared to categorical grants. 
Advantages and disadvantages depend entirely on amounts appropriated and 
distributed among the three types of grants. 


OKLAHOMA 


Approves single grant-in-aid fund instead of categorical grants. 
Disapproves of allowing the Department of Health, Education, and Welfare to 
earmark large funds to type 2 extension and improvement and type 3 special 
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project grants at the expense of established health programs. Another dis- 
advantage would be the reductions of Federal funds available to the State. 
Feels that the bill should provide specific ratios of amounts to be appropriated 
in the three types of funds. 


OREGON 


Approves of the flexibility in the use of funds. 

Does not approve the lack of assurance in each type of fund for a certain per- 
cent of the grant and does not feel that one can commit States 6 years in advance 
in the type 2 grants. Loss of 20 percent to the State, comparing fiscal 1956 to 
fiscal 1955. is disapproved. 

'EN NESSEE 

Is going to leave the decision concerning testimony for this and other legisla- 
tion to the judgment of the executive committee of the association. Approves 
the block grant in principle but realizes that this depends upon adequate public- 
bealth appropriations. 


rEXAS 

Opposes grants being made to other than official State health agencies. 
WEST VIRGINIA 

Approves flexibility in administration of basic public-health services. 


Disapproves that less money is available for basic general-health services and 

would approve an 85 percent, 10 percent, 5 percent distribution. 
WYOMING 

Approve of the individual flexibility allowed in the States by a block type of 
grant. Feel that the specific percentages of funds going into each of the three 
types of grants should be spelled out in the legislation and at least 90 percent 
should be made available for general support. 

Disapprove of the fact that we are losing $10,000 in fiscal 1956 as compared to 

seal 1955 but feel that adequate appropriations for public-health services could 
remove this objection. 

Senator Purrett. Thank you, Dr. Norton. Senator Cooper. 

Senator Coorrer. I addressed the question to Mr. Rockefeller of the 
perhaps insistence of local health officers on more funds for support. 
Do you think there would be too much emphasis placed on just the 
operating facilities in this new program, or would you be interested in 
the other parts of the program, like the extension and improvement 
program ¢ 

Dr. Norrin. I can say that most of us feel, as is true apparently for 
the Federal appropriations, that it is possible there will be a leveling 
off of State and local appropriations which have up to now been 
going up. 

Since 1950 as was brought out the Federal appropriations have 
been coming down, particularly this fiscal year which we are in now. 

But I can say as an administrator of the Public Health Service in 
the State, and having talked with a good many of the others, that we 
do not feel that we can put too much emphasis on support at this 
time. We feel that is the most important part of it: liheiah we 
are very much interested in the other two categories. 

Senator Hitz. Doctor, I have listened to your statement with in- 
terest. I note emphasis on two matters. One is the matter of ade- 
quate financial support, which you just referred to in regard to the 
drop in the Federal appropriation from $43 million in 1950 to $22 
million this year, and $19 million next year. Is that right? 

Dr. Norron. That is right. 
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Senator Hint. As I said before, unless you have the gas in your 

car you are not very dynamic. 

Dr. Norron. That is very true. And unfortunately this most 
drastic cut came after 34 of the State legislatures had adjourned for 
2 years, which left us in a particularly difficult situation. 

Senator Hii. The other point is that instead of a 65-25-10 per- 
centage ratio, your association believes it ought to be 85 for the sup- 
port program, 10 percent for extension and improvement, and 5 per- 
cent for special projects. 

Dr. Norron. That is right. 

Senator Hui, That is from your experience operating in the State 
health departments, and the experience of other State officers ¢ 

Dr. Norron. I would say this: If Federal and local appropriations 
were on the increase, as they were for many years, then we would 
favor a larger percentage of extension and improvement, and special 
projects, because we would have enough for support; but with appro- 
priations leveling off we felt the most important thing is continuing 
support where we have well-trained and experienced ‘personnel, and 
where we know how to do the job, rather than extending too much 
into new fields and employing new specialists in those fields. That 
is why we feel support is the most important thing. 

Senator Hix. You would write these percentages into the law 

Dr. Norron. The executive committee would like for it to be writ- 
ten into the law, but we are so unfamiliar with just how these things 
come out eventually, that we wanted to express our opinion here and 
leave it to you gentlem: an to work it out the best way you could after 
you know how we feel about it. "Thank you very much. 

Senator Hini. Thank you, Doctor. 

Senator PurreLy. Senator Lehman. 

Senator LeuMan. No questions. 

Senator Purreit. Thank you very much, Doctor Norton, for ap- 
pearing and helping us. 

Is Dr. Joseph E. Barrett, commissioner of the Department of Men- 
tal Hygiene and Hospitals of the Commonwealth of Virginia here? 

( No response. ) 

Senator Purrrei.. He is not here. Without objection his statement 
will be included in the record at this point. 

(The prepared statement of Dr. Barrett is as follows :) 


STATEMENT OF JOSEPH E. BARRETT, M. D., COMMISSIONER, DEPARTMENT OF MENTAL 
HYGIENE AND HospIra.s, COMMONWEALTH OF VIRGINIA, RICHMOND, VA. 


I am most appreciative of your indicated willingness to hear my personal com- 
ments regarding S. 2778. I have been working in the field of mental health for 
more than 30 years and know something of the problems. 

1 refer here to the overall problems, including the care and treatment of the 
mentally ill in public-supported hospitals, as well as the so-called preventive ef- 
forts as exemplified by mental hygiene clinics, public-education programs, re- 
search and personnel-training programs. 

I am sure each of you is familiar with the problems of securing adequate finan- 
cial support for an active-treatment program in the mental hospitals. 

An unprecedented impetus was given to the so-called preventive program, ete. 
when the Congress passed the National Mental Health Act and made specific ap- 
propriations for its operation. 
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Specific provisions were made for categorical grants for (1) community serv- 
ices (clinics, etc.), (2) research, (3) training personnel, etc. 

Mental-health authorities were established in each State. In those States 
without an organized mental-health program the State health officer was named 
the mental-health authority. In other States, such as mine (Virginia), where 
there was an organized mental-health program, the mental-health commissioner 
or director was named mental-health authority. Under these conditions the 
eategorical grants were made to the mental-health authority. 

Now this bill S. 2778 would eliminate these categorical grants for mental- 
health work and make lump sum grants as follows: 

1. Grants to assist States generally in meeting the costs of their public-health 
services (including mental health). 

2. Grants to assist States in initiating extension of, and improvements in their 
public-health services. 

3. Grants to assist in meeting the costs of projects directed toward the solution 
of public-health problems of regional or national significance. 

It is my understanding that these several types of grants would be made to the 
State health authority and then any money he considered appropriate for mental 
health would be made available. 

In the case of those of us who head separate departments of mental health 
this would be most unsatisfactory. 

It must be realized that the preventive mental-health program is still in its 
formative stages. It is not well enough established to be able to survive without 
positive, identifiable, and continuing financial support. 

I do not believe it will get this if it is left to the decisions of a State health of- 
ficer. 

On this basis I urge you to continue categorical grants for mental health in its 
various phases as mentioned above, until such time as you can be reliably ad- 
vised that the mental-health programs in the several States are stable in all re- 


spects. 
Senator Purrerit. Is Mr. Mike Gorman, executive director of the 
National Mental Health Committee here ? 


STATEMENT OF MIKE GORMAN, EXECUTIVE DIRECTOR, NATIONAL 
MENTAL HEALTH COMMITTEE 


Mr. Gorman. Yes, sir. 

Senator Purret.. Is that Michael or Mike? 

Mr. Gorman. That is Mike, sir. It is legal. It used to be Thomas 
Francis but I did not like it so it beeame Mike. Senator, if I may I 
do not think I will read the full statement which I have prepared. 

Senator Hiri. All of Dr. Norton’s statement went in the record, 
did it not? 

Senator Purretn. Yes. Iso noted, I think, when the doctor started 
his testimony. 

Senator Hin. I bring that up because he has an exhibit attached 
to his statement about State reactions which he wanted in. 

Senator Purrett. Yes. He mentioned he has some sheets appended 
to it and I said they would be included in the record here. 

Mr. Gorman. If I might just introduce a statement in the record 
which is our position on the bill and to make note of one thing, I 
would appreciate it. 

Senator Purretz. Without objection your statement may be re- 
ceived and included in the record. 

(The statement is as follows :) 


“4 


“~~ 
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STATEMENT OF THE NATIONAL MENTAL HEALTH COMMITTEE ON H. R. 7397 BY 
Mike GORMAN, WASHINGTON, D. C., Execurive Director, NATIONAL MENTAL 
HEALTH COMMITTEE 


(Mr. Gorman is a former newspaperman and magazine writer who has special- 
ized in the mental health field for the past 10 years. In 1948, his book, 
Oklahoma Attacks Its Snake Pits, was condensed as a book supplement in 
the Reader’s Digest. He has written numerous magazine articles on mental 
health) 


Mr. Chairman and members of the committee : 

I appear here today on behalf of the National Mental Health Committee, an 
organization dedicated primarily to the promotion of State and local efforts to 
prevent mental illness through research, training and clinical services. In this 
endeavor we have worked very closely with the National Governors’ Conference 
and the Council of State Governments. We are proud of the 40 State governors 
who serve as honorary chairmen of our organization. 

From the point of view of mental health, H. R. 7397 is an exceedingly dangerous 
bill. It would turn the clock back 10 years and it would tear at the very founda- 
tions of the mental health preventive structure we are trying to build across 
this great land. 

Let me recite a few of the facts in the matter. Ten years ago, when I started 
writing about mental illness as a newspaper reporter in Oklahoma, mental 
health was at the foot of the table when funds were passed around each year by 
State health departments. At that time, those of us who were active in the 
mental health field realized there would be no solid advance against this prob- 
lem until mental health activities were taken out from under State health de- 
partments and assorted types of welfare boards, and placed in a separate de- 
partment operated by certified psychiatric personnel. We convinced the people 
of the States of the soundness of our position, pointing out to them that, in 
most States, expenditures for mental health exceeded those for all other health 
problems. Prior to our reform movement, the mental health division was 
usually low-man on the State health totem pole. And we newspapermen who 
had covered State legislatures knew this—the mentally ill had no lobby, nor were 
they able to speak for themselves. We would have to push for unambiguous 
legislation which would protect their interests. 

The battle to get mental health activities out from under existing boards and 
departments was a fierce and often unsuccessful one. However, in 1949 the 
National Governors’ Conference ordered a study of the mental health programs 
of the 48 States. That massive study, published in 1950, was the first great 
blow for liberty. It came out foursquare for separate State mental health 
departments administering all mental health activities, including those aided 
by grants-in-aid from the Federal Government. In 1951 the National Governurs’ 
Conference ordered a second study of the problem, this time concentrating on 
research and training. That study, published in August 1953, reemphasized the 
need for strong, separate departments of mental health. As a climax to all 
these activities, the governors of the 48 States held a special National Governors’ 
Conference on Mental Health in February of this year. They adopted a 10-point 
bill of rights for the mentally ill which again included emphasis on separate, 
nonpolitical mental health departments. 

As a result of these activities, more than half of the 48 States now have 
separate departments of mental health. In 10 of them—Massachusetts, Penn- 
sylvania, New York, Tennessee, Kentucky, Virginia, South Carolina, Illinois, 
Minnesota, and Wisconsin—the State mental health department is the recipient 
of the Federal mental health grants-in-aid. 

*aralleling the action of State governments, which are now spending more 
than half a billion dollars a year on this problem, the Congress of the United 
States moved into the picture. In 1946 the National Mental Health Act was 
passed, authorizing grants-in-aid to the States to help combat mental illness. 
In the first few years of the Federal program, the Congress was appropriating 
$2 for every State and local dollar for clinic and preventive activities. In the 
short period of 7 years, the picture has changed completely. Today, for every 
$2 the Congress appropriates for these activities, the States and localities ap- 
propriate approximately $10. During the year ending June 30, 1954, the States 
and localities will spend more than $12 million for clinics and community serv- 
ices while the Federal Government will contribute a little more than $2 million. 

Why this dramatic change? The answer is very simple. I was in Oklahoma 
at the time the first Federal grant-in-aid came to our State. Previous to this 
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grant we had been trying for a number of years to beg some money for clinics 
from the State health department. No soap. The State health commissioner 
always had more important places for his money, and after all, the mentally ill 
couldn’t vote. But the Federal grant, specifically earmarked for mental health 
preventive services, gave us our first breakthrough. We used part of the money 
to start our first mental health clinic in Oklahoma. Since that time the Federal 
contribution has become a very small part of the money spent on mental health 
clinics. Today, the State government, the Community Chests of many cities in 
Oklahoma, business and fraternal organizations, women’s groups—all of them— 
contribute to the support of the mental health clinics in that State. Yet it is 
the Federal grant-in-aid which gave the original impetus and which still today 
is the catalyst in pioneering clinical efforts. There is this further point, and it 
is a very important one—without the technical assistance of the community 
services division of the National Institute of Mental Health, most of these 
clinical and preventive services would not have come into being. 

I think few would argue against the proposition that the mental health 
svrants-in-aid program has been one of the most successful efforts of the Congress. 
Over the past 7 years it has made possible the establishment of 200 new clinics 
and the provision of additional services by another 200 clinies. Grants-in-aid 
under this program support many activities directed toward the psychiatric 
education of schoolteachers, ministers, public-health personnel, vocational- 
rehabilitation specialists, etc. Moneys under this program also support com- 
munity-education activities—varied efforts to alert communities to the problem 
of mental illness and ways of handling it. Many parents are reached through 
prenatal and well-baby clinics. There are other activities too numerous to 
mention here. 

Now along comes H. R. 7397, and the assurance is given that mental health 
activities will not be disturbed or curtailed. Nonsense. The State mental health 
commissioners will be thrown back to the hat-in-hand approach they were forced 
to adopt prior to 1946—at the mercy of State health officers who frequently find 
it much more congenial to build up their own departments rather than open a 
a new mental health clinic. The fact that page 6 of the bill barely takes cog- 
nizance of the existence of State mental health authorities is no guaranty what- 
soever. The important point is still this: moneys now going directly to many 
State mental health commissioners for the specific purposes of fighting mental 
illness will, if this bill is passed, go to an amorphous State health authority, 
which will then ladle the money out according to its own notions. 

The fight against mental illness is big business. It costs the taxpayers more 
than a billion dollars a year in tax moneys. According to testimony presented 
to the House Interstate Commerce Committee (Wolverton) last October, it costs 
this Nation more than $3 billion in industrial productivity and $418 million in 
lost Federal income-tax revenues. This, therefore, is not a problem to be 
lumped into a catchall general grant. 

Therefore, the national mental health committee suggests that the mental 
health grants-in-aid program be continued as at present. 

Mr. Gorman. Dr. Barrett could not make it. He is the senior health 
commissioner in the field, with some 30 years of experience, and is quite 
opposed to this bill. I would say further, Mr. Chairman, for the 
record, that the State mental health commissioners as a group were not 
notified either by the Department of Health, Education, and Welfare 
or by the Congress on this particular bill: and Dr. Barrett himself is 
a former member of the executive committee of State health officers 
and finds it somewhat puzzling that he was not asked for an opinion. 

Senator Purrety. Of course. Dr. Barrett submitted a statement and 
we have included it in the record. 

Mr. Gorman. Yes. The point was the State mental health com- 
missioners who are also members of the State and Territorial Health 
Officers, were not called in for discussion on something very vital to 
them. 

Senator Purretn. May I get this right for the record and for my 
own information? You mean not being called in by the Department 
or this committee ? 
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Mr. Gorman. First of all not being called in for discussion by the 
executive committee of the State and Territorial Health Officers. 

Senator Purreiy. I see. 

Mr. Gorman. And secondly not being apprised by the Department 
of this legislation and their position. The point 1 am emphasizing 
is a very clear one, and the implications should be clear. There have 
been great differences of opinion over the years between these two 
areas. Iam a battle-scarred veteran of the typew riter and watched 
for 10 years the battles in various States to get the State mental health 
problem out from under in some cases a very negative State health 
department control, and very poor control. 

I do not say that in all cases, but I think I am making an honest 
and factual statement. It is certainly so in my own State of Okla- 
homa, and particularly so through the Southwest. 

When we made this battle to get the problem taken care of separate 
ly we had a hard fight. Now we find we must go back to the era be- 
fore 1946, and again go back, hat in hand, to the State health officer 
and say to him, “Will you please put us in your little plan and in- 
clude this problem ?” 

That is the fundamental issue at the heart of this thing here. 

Senator Purret.. Just for the record I want to make sure of this. 
Your complaint is being registered not against this committee or the 
Department right now, but against another association of those iden- 
tified in the same work you are doing. Is that correct 

Mr. Gorman. Yes. For the lack of notification, and so forth. 

Senator Leuman. I think it might be interesting to ask the previous 
witness by what authority he was speaking here. 

Senator Purreis. I think he said, and it is in the record now, whom 
he appeared for, but would you like to state it again, Dr. Norton? 

Dr. Norton. Your question was what ? 

Senator Purrens. Under what authority do you appear here today ¢ 

Dr. Norron. L appear as a member of the executive committee of the 
Association of State and Territorial Health Officers which has been 
referred to here. I might also add for the last 3 years I have been 
assistant chairman of the mental health committee of that organiza- 
tion; and that the State mental health authority of North Carolina 
is in the State health organization. So that there was a representa- 
tion in the discussions before the executive committee. We have had 
several others who have taken part in the discussions where the mental 
health authority is in the organization. 

Senator Leaman. May I ask whether the members of the Associa- 
tion of State and Territorial Health Officers were polled on this bill, 
and in speaking you represented their viewpoint, or merely an in- 
dividual viewpoint, or one held by certain other individuals? 

Dr. Norton. My understanding is—I got this poll from the secre- 
tary, Dr. Yoder of Wyoming, and I cannot give exactly the mechanics 
he used in polling it, but this is the information forwarded to me. 

Senator Purrett. May I repeat what Dr. Norton said: 

It is my privilege to represent, and to speak for, the directors of the official State 
and Territorial Departments of Health, who support in principle S. 2778. As 
a member of the executive committee of the Association of State and Territorial 
Health Officers, I participated in that executive committee’s study of, and action 
on, the bill. 
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So, your statement here this morning was reporting their action on 
the bill. Is that correct? 

Dr. Norron. That is correct. And by the way, Dr. Osborne of 
Connecticut was the previous chairman of the mental health com- 
mittee. 

Senator Lenman. Again merely for the record, may I ask whether a 
vote was taken by the executive committee, or a poll was had of the 
members of the executive committee ? 

Dr. Norron. Yes, sir. 

Senator Lenman. I want to establish with what weight you are 
testifying. 

Dr. Norton. Yes, sir. And as nearly as we could this statement 
we have made represented the opinion of the executive committee, 
and we have appended the opinions of 28 States, some of whom were 
not represented on the executive committee. 

Senator Lenman. May I ask you whether you polled New York 
State ¢ 

Dr. Norron. Yes, sir. 

Senator LeuMan. Is that included in your report? 

Dr. Norton. I believe the State of New York is included in there. 

Mr. Gorman. No. There is nothing on New York. 

Dr. Norron. No, but I have in here a statement, if you would like 
to have one, from Dr. Hilleboe. 

Senator Lenman. I would rather have Dr. Hilleboe testify on it 
himself. 

Dr. Norton. This is his comment on the statement we have pre- 
sented. 

Senator Lenman. May I use this? 

Dr. Norron. Yes, sir. 

Senator Lenman. I would like to read into the record if I may the 
last paragraph of Dr. Hilleboe’s letter, which I think bears it out. 

Senator Purreiti. Would you care to have the whole letter in the 
record, ? 

Senator Lenman. Yes, indeed. I will put the whole letter in but 
I want to read the last paragraph because I think it bears on the 
inatters which were discussed by Senator Hill and myself with respect 
to the appropriation. Dr. Hilleboe writes as follows: 

It seems to me that you have stressed the importance of keeping our total 
Fedral grants-in-aid at a high enough level so that basic health services can 
he provided. You have also pointed out that the type of formula is not as 
important as the amounts of money that are received in order to equalize grants 
among the States and to maintain essential health services. 

Senator Purreuy. It will be inserted in the record, without objec- 
tion. 

(The letter is as follows:) 

STATE OF NEw York, 
DEPARTMENT OF HEALTH, 
Albany, March 16, 1954. 
Dr. Joun Wm. Roy Norton, 
Secretary and State Health Officer, State Board of Health, 
Raleigh, N. C. 

Dear Roy: I have just finished reading your statement for the association 
which you presented before the House Committee on Interstate and Foreign 
Commerce. This is a swell piece of work, Roy, and I want to commend you 
on the able way in which you have put together the available material in the 
short time that you had at your command. 
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It seems to me that you have stressed the importance of keeping our total 
l‘ederal grants-in-aid at a high enough level so that basic health services can be 
provided. You have also pointed out that the type of formula is not as important 
as the amounts of money that are received in order to equalize grants among 
the States and to maintain essential health services, 

Congratulations on a job well done. 

Sincerely yours, 
HerRMAN E. Hitceror, M. D., 
Commissioner of Health. 

Mr. Gorman. In introducing this kind of thing I did not mean to 
get away from the major point. When the Department finishes, it 
alwi ays seems to be 5 minutes to 12. But I wanted to make it cleat 
I talked to a number of State mental health commissioners who were 
violently opposed to this; Dr. Barrett was one, another is the mental 
health commissioner of Kentucky who is opposed to it, also, the mental 
health commissioner of Tennessee. These are conversations I had 
in detail. 

I think it is a very important point that we understand there is a 
disagreement of opinion on this legislation. 

My function in appearing here today is just to point out that the 
Federal grant-in-aid specifically devoted to mental health has been 
a tremendous ¢ atalyst. For years before that we went to many State 
health departments and begged and tried to get them to recognize 
this as a very serious problem. I tell you factually they refused to, 
und did not give it time and attention. 

In the State of Oklahoma previous to the National Mental Health 
Act we could not get one single public mental hygiene clinic estab- 
lished, despite hundreds of editorials and garlands of newspaper 
space, and so forth. 

Until the Federal aid came through and we had a specific target. 
Then we got clubs and Rotaries and groups to speak for it and say 
this is a special allocation and a special problem, and we have to do 
something about it. 

Starting with that we began a pilot mental health program and we 
have built it up to a strong position today. Our point is not that 
we say it is a separate and delicate problem. No. But we say that we 
are an important problem. 

I have been very much interested of late in States’ rights, as Mrs. 
Hobby is, and T have just finished an article on it. 

(Discussion off the record.) 

The point I am trying to make is simply this: When it comes to 
States’ rights who speaks for it? I think the governors of the 48 
States. Since 1949 every one of the National Governors’ Conferences 
which I have attended have pushed for separate departments of men- 
tal health. They have spent a lot of time and money in compiling 
two massive reports which I would like to have the committee see, but 
I do not want to encumber the record with them. 

Senator Purret.. If you have two copies we would like to have 
them available for the committee if they are too voluminous to be 
inserted in the record. 

Mr. Gorman. I will make them available, and I allude to them in 
my formal statement. 

Senator Purrett. Thank you very much. 

Mr. Gorman. They are massive studies and come out and say this: 
This is a problem so big and so hard to whip that we want separate 
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departments of mental health with fully allocated authority; and 
we want them taken out from under the State health departments. 
It isa very carefully thought out thing. 

I h: ad the privilege of attending this February the National Gov- 
ernors’ Conference on Mental Health as held by the 48 governors on 
the subject of mental health alone and how through separate pre- 
ventive and clinical work we can cut down on the cost, which is 
running at $1 billion a year to the taxpayers and is now $3 billion a 
year in lost produce tivity. The governors rec ognize it, and I go along 
with the council of State governments in interpreting States’ rights 
rather than with various Federal departments who attempt to inter- 
pret it for them. 

I think that about concludes my statement. I think this is a prob- 
lem which has two sides and I do not presume to state more than our 
considered opinion that we want the retention of the mental health 
grant-in-aid not because of the money—I make this important point 
here. Eight years ago when this grant-in-aid system was established, 
the Federal Government was contributing $2 for every dollar con- 
tributed by the States and localities, but in the last 8 years it has 
changed so that for every dollar of Federal money there is $6 of local 
money. 

You cannot say they are neglecting their obligation. They are dou- 
bling it. 

I have one final remark I might make. It is a remark made by 
the chairman of a House appropriations subcommittee whom I shall 
not name, but he said that he was not interested ijn just appropriating 
for general health. Who knows what that is? He said, “I am inter- 
ested in fighting cancer and heart disease.” This is a thing that is 
very important in getting support and in keeping the support we have 
been able to get over the past few years among the major State gov- 
ernments and the clubs like the Rotary, and the Lions, and “the 
Kiwanis. 

I do not know what general health is myself. Some days I think I 
possess it, and some days I do not. The talk about the one-package 
wrapped-in-cellophane grant is very fine, but I think it is good to think 
of the specific problems. 

Senator Purrery. Thank you very much. 

Mr. Gorman. Thank you, sir. 

Senator Purretn. Senator Hill, have you any questions other than 
perhaps a dissertation on what is general health? 

Senator Hix. We are on mental health right now. 

Senator Purreiy. I would like to talk about general health. I donot 
feel so good today. 

Senator Hitz. The States have increased their appropriations for 
mental health greatly, have they not? 

Mr. Gorman. Enor mously in the past few years. 

Senator Htru. They have set up separate mental health depart- 
ments. 

Mr. Gorman. In the majority of the States. 

Senator Hix. It is the judgment of the governors conference rep- 
resenting all of the governors of the United States that all of the 
States should have a separate department of mental health? 

Mr. Gorman. It was in their statement in both reports which they 
put out officially. 
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Senator Hitz. Therefore you feel the Federal Government should 
make those appropriations directly to your State mental health depart- 
ments for mental health programs, rather than going through the 
general State health departments, or in some other way ? 

Mr. Gorman. In answer to that, I feel the Federal Government 
ought to consider the wishes of the 48 State governors. 

Senator Hinn. Of all the State governors? 

Mr. Gorman. Yes, sir. 

Senator Hinz. That is all, Mr. Chairman. 

Senator Purrriz. Thank you very much, Mr. Gorman. 

The committee will stand in recess until 10 a. m. tomorrow, Tues- 
day, at which time we will discuss vocational rehabilitation, and 
our witness will be Mrs. Oveta Hobby, Secretary of Health, Educa- 
tion, and Welfare. 

(The following were later received for the record :) 


AMERICAN SocrAL HYGIENE ASSOCIATION, 
Vew York, N. Y., March 25, 1954. 
Mr. Roy E. JAMEs, 
Staff Director, Senate Committee on Labor and Public Health, 
The Capitol, Washington, D. C. 

DEAR Mr. JAMES: I hope that you received our wire of March 24, which read 
as follows: “Thank you for your wire of March 22. Deeply regret that it will 
be impossible for us to testify on March 29, but we will forward statement for 
the record.” 

Let me say again that we regret that it was impossible for us to testify on 
S. 2778. We hope, however, that the enclosed statement which we have prepared 
on the subject of Public Health Grant-in-Aid Amendments of 1954 may be placed 
before the committee and in the record of hearings. 

Sincerely, 
CONRAD VAN HYNING, Evrecutive Director. 


P. S.—On the chance that the enclosed joint statement on the current status 
of the venereal disease control program may be of some interest to you and your 
committee, I am enclosing it herewith. 


STATEMENT OF CONRAD VAN HYNING, EXECUTIVE DiRECTOR, AMERICAN Socrar 
HYGIENE ASSOCIATION, NEW YorK CITY 


The national organization, of which I am executive director, has been actively 
interested in the nationwide venereal disease control program for 40 years, 
during the better part of which progress has been made toward the ultimate 
goal of control, under the leadership of the Congress, which has always recog- 
nized the seriousness of these diseases to our national health and strength. It 
is to urge that the Congress continue to give such leadership and to suggest 
a means of so doing within the framework of S. 2778 that this statement is 
submitted. 

Progress toward the goal of venereal disease control has not been steady 
during the years since World War I, when we first realized the need for nation- 
wide control measures. Progress in the 1920's was followed by a rise in rates 
in the depression years of the 1930’s. In World War II and the years that 
immediately followed it rates again rose. Beginning, however, in fiscal 1947 
with the modern control program based on active case finding, contact tracing, 
and the use of penicillin therapy, brilliant successes were achieved. In fiscal 
1953, however, venereal disease rates rose again in 17 States and the District 
of Columbia, evidence that the situation calls for continued vigilance and, in 
our opinion, for continued Federal responsibility and congressional leadership. 

I want to make it very clear that we believe that the grant-in-aid to the 
States is an admirable device for equalizing the financial burden of control 
as between the States in the case of a health problem of national significance. 
I want to make it equally clear that we have the greatest confidence in the 
ability of the Nation’s distinguished State health officers to deal with the 
problem of venereal disease within their own jurisdictions. The point that 
I wish to stress in these remarks is that the veneréal diseases are national 
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problems in a way and to a degree that is not true of any other serious com- 
municable disease. We believe that the vital importance of their effective 
control to the United States as a nation provides a strong argument for the 
continued leadershin of the Congress in all efforts directed at their control. 

Let me refer briefly to some of the factors that remove the venereal diseases 
from the category of limited State or local health problems : 

(1) The mobility of our population: As our people move from south to north, 
from east to west, seeking employment opportunities or simply seeing the country, 
some numbers of them carry with them across State lines and often very much 
farther than that the spirochete of syphilis and the gonococeus of gonorrhea. 
The evidence of this diffusion of these highly infectious diseases is very clear in 
every small epidemic that is reported. Here is a problem that transcends State 
boundaries and becomes thereby a matter of national concern. 

(2) Syphilis and gonorrhea are essentially diseases of youth: It is upon the 
youth of the Nation that we must depend for our defense, both in military service 
and in considerable part in our great defense industries, and our defense and 
the factors on which it depends inust be a matter of national concern. 

(3) Syphilis and gonorrhea are the most numerous of the serious communicable 
diseases: Gonorrhea ranks second among the leading notifiable communicable 
diseases, and svphilis third (measles ranks first). Here is a problem the very 
weight of volume of which calls for thoughtful consideration at the highest level, 
i. e., the national level. 

(4) The venereal diseases move far and fast, as stated above, within the con- 
tinental United States. They also move undetected across international bound- 
aries and over the oceans, entering this country at our ports and across our long 
undefended land frontiers. Are the individual border States, the seaport cities, 
to bear the whole burden of this invasion? Is it not also a matter of concern 
to our Federal Government, to which all our people look when they come face-to- 
face with a problem heyond their abilitv to control? 

Venereal-disease control is a long job, as is the effective public health control 
of every serious communicable disease for which no immunizing agent is avail- 
able. It is an expensive job, just as is the maintenance of other defenses against 
danger. On the other hand they are vnique among our still-unsolved public 
health problems in that the means of diagnosis and of treatment is available to 
our hand. The onlv serious problem here is locating the patient and his contacts. 
That is a very difficult task to which our health services at every level must 
continue to address themselves for at least a decade to come. It cannot be suc- 
cessfullv accomplished by one State unless all its neighbors are also at work on 
a parallel course. There must, in our opinion, be national leadership, national 
coordination, national responsibility if the job is to be well and truly done. 

It is apparent from the above that this association is fearful that the proposed 
decentralization of grants-in-aid for specific health problems may be taken bv the 
Nation at large as an evidence of loss of interest in the problem at the national 
level. Might it therefore not be possible—and desirable—to write in S. 2778 a 
provision not only for an annual report to the Congress on progress but also for an 
annnal review by that body or an appropriate committee on our advance toward 
the goal of practicable control? It seems to us that it is only through some such 
device as this that we as a nation may avoid the fragmentation of effort that 
might otherwise accompany decentralization of control. 





AMERICAN NursES ASSOCIATION. INC., 
New York 16, N. Y., March 24, 1954. 
Hon, ALEXANDER SMITH, 
Senate Office Building, Washington, D. C. 

Dear Mr. Smitn: The American Nurses Association, an organization of 170,000 
registered professional nurses with constituent units in 53 States and Territories, 
wishes to record its support of S. 2778 to amend the Public Health Service Act 
to promote and assist in the extension and improvement of public health services, 
to provide for a more effective use of available Federal funds, and for other 
purposes. 

We believe that the objectives as presented in this bill will provide for a more 
efficient administration of Federal funds allocated to States for their public health 
programs. 

Sincerely yours, 
EvizAnetu K. Porter, R. N.. 
President. 
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UniTep States DEPARTMENT OF LABOR, 
OFFICE OF THE SECRETARY, 
Washington, March 30, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committe on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 

Dear SENATOR SmitTH: This is with reference to your request for my comments 
on 8S. 2778, a bill to amend the Public Health Service Act, to promote and assist 
in the extension and improvement of public health services, to provide for a more 
effective use of available Federal funds, and for other purposes. 

The proposed legislation would authorize grants to the States to assist them, 
(1) in meeting the costs of public health services; (2) in initiating extension of, 
and improvements in such services; and (3) in meeting the costs of projects 
directed toward the solution of public health problems of regional or national 
significance. The State plans would have to meet standards prescribed in regula- 
tions issued by the Surgeon General, after consultation with State health officials 
and approval by the Secretary of the Department of Health, Education, and 
Welfare. The total amount of Federal funds to be available for these grants 
would be specified in annual appropriations. 

The Association of Governmental Labor Officials from the various States has 
expressed to me the concern of its members that this bill might adversely affect 
the work of State labor departments. They fear that under the proposed formula 
for the allocation of Federal funds, State health departments would be free to 
use this money to duplicate their activities. I understand their interest and 
concern. However, I understand it is not intended that funds allocated under 
S. 2778 would be used te duplicate the recognized functions of the State labor 
departments in the administration of laws governing conditions of employment 
hazardous to health and safety. It is my further understanding that in States 
such as New York, where industrial hygiene units are in labor departments, the 
practice of allocating Federal funds for general health to these departments for 
carrying on industrial hygiene activities could be continued under the proposed 
legislation. 

S. 2778 would simplify and clarify the various health and welfare grants now 
administered by the Department of Health, Education, and Welfare by replacing 
the present separate authorization for public health grants for venereal disease 
control, tuberculosis control and general health and heart disease control (in- 
cluding the separate programs for mental health and cancer control). I am in 
favor of legislation which would simplify the present system of public health 
grants, improve and extend the operation of State public health services and 
aid in the solution of public health problems of regional or national significance. 

As you know, the President recommended in his message to the Congress on 
health that the present complex system of grants in this field be simplified, and 
that Federal assistance be rendered to the States for projects of regional or 
national significance for determining better methods for serving the health needs 
of our citizens. 8S. 2778 is designed to effectuate these recommendations and, 
acocrdingly, I am in favor of its enactment. 

The Bureau of the Budget advises that it has no objection to the submission of 
this report. 

Yours very truly, 
JAMES P, MITCHELL, 
Secretary of Labor. 


NORTH CAROLINA STATE BOARD OF HEALTH, 
Raleigh, April 2, 1954. 
Subject: Personal comment on 8S. 2778 and H. R. 7397. 
Hon. H. ALEXANDER SMITH, 
Chairman, Senate Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 


MR, CHAIRMAN AND MEMBERS OF THE COMMITTEE: You will recall that I 
recently testified in behalf of the passage of H. R. 7397 and S. 2778 as the 
representatives of the Association of State and Territorial Health Officers. 
May I express sincere appreciation and admiration for the courteous and under- 
standing consideration accorded at these hearings. 

Not having immediate access to all health officers or even the executive com- 
mittee and in the interest of time, I'm writing now personally and as secretary- 
treasurer of the board of health and North Carolina health officer. 
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These proposed identical bills incorporate the wishes of a great majority of 
State health officers as expressed in discussions over the last several years at 
our annual meetings. Considerably greater freedom and adaptability to handle 
state and local problems is provided through H. R. 7397 and 8S. 2778. Book- 
keeping and auditing problems for the six programs included in this “block 
grant” are simplified and made more economical. <A feeling of State and local 
responsibility for more careful planning and evaluation will be stimulated. 

We sincerely hope that no specialized category proponents will feel that their 
program would suffer under the block grant principle and greater State and local 
autonomy Those of us responsible for a well-rounded and balanced public- 
health program have no such fears. We now have many more projects under 
the heading of general health than are included in the categorical grant-in-aid 
programs and the freedom under the “general health” grant has enabled gratify- 
ing progress in the teamwork approach to dental health, other communicable 
diseases, hearing and vision, school health, hygiene of aging, occupational health, 
diabetes, other chronic diseases, migratory labor, air and water pollution control, 
food and milk sanitation, vector control, water supply, sewage disposal, radio- 
logical health, hygiene, of housing, home accident prevention, health education, 

boratory, public health nursing, nutrition, training, and vital statistics. There 
is, therefore, no good reason to expect that services in venereal disease, tubercu- 
losis, mental health, cancer or heart would suffer as they are gradually incorpo- 

ited in the sound and balanced general health program envisioned and pro- 
vided for under H. R. 7397 and 8S. 2778. 

Letters have been received and statements have been heard from those with a 
narrow, specialized interest in only one category advocating killing these good 
bills because of fear of losing identity or loss of support as a member of the 
team rather than in standing apart. We have no such lack of faith and confi- 
dence in State and local administrators and their advisory board and councils. 
Should it become desirable, however, to drop one of the categories from the 
teamwork approach under the proposed block grant, may we sugyest leaving the 
remainder intact and setting up a separate authorization and appropriation for 

uch a category. Probably no, or certainly fewer, objections would have arisen 

o these proposed bills in a period of increasing Federal appropriations and this 
emphasizes again the importance of maintaining the Federal-State-local partner- 
ship support for health services in the Nation 

Respectfully submitted, 
J. W. R. Norton, M. D., 
Secretary and State Health Officer. 


AMERICAN PSYCHIATRIC ASSOCIATION, 
Washington 6, D. C., April 8, 1954. 
Hon. WIinttiAM A. PURTELL, 
Senator from Connecticut, Senate Office Building, 
Washington, D. C. 

DEAR SENATOR PURTELL: I respectfully call your attention to this association’s 
opposition to Senate bill S. 2778, now under consideration by the Senate Sub- 
committee on Health. This bill would replace separate categorical grants with 
one general health grant. It would wipe out separate mental health grants-in-aid 
for community services (mental health clinics). 

Federal grants-in-aid for community mental health services have been the 
greatest single stimulus to the development of mental health clinics in the various 
States in the past decade. In the rapid development of such services lies the 
main hope for reducing gradually the growing burden of mental hospitalization 
in this country. 

If responsibility for the utilization of such moneys is transferred from the 
‘mental health authorities” in the States to public health departments, it can 
only mean that mental health will be placed in a competitive pos'tion with other 
public health needs. 

This would not be a matter of such concern if standards for the treatment 
and care of the mentally ill in this country approached anything like the stand- 
ards we take for granted in other health fields. But they do not; and until they 
do singular methods must be utilized to deal with a singular need. 

Last October, representatives of this and other leading national organizations 
and agencies testified at great length on the metal health needs of the nation be- 
fore the Wolverton committee. We believe that any member of the Congress who 





sil dete 





\ 
: 
; 





PRESIDENT’S HEALTH RECOMMENDATIONS 309 


reviews this testimony, now published, will agree that the meager headway 
now being made in tackling mental illness should not be further jeopardized by 
placing mental health needs in competition with other health needs for Federal 
funds. 
We should be appy to offer further testimony in support of our position. 
Sincerely yours, 
DANIEL Buarn, M. D., 
Vedical Director. 





COMMONWEALTH OF KENTUCKY, 
DEPARTMENT OF MENTAL HEALTH, 
Louisville 2, Ky., March 26, 1954. 
Hon. WILLIAM A. PURTELL, 
United States Senate, Washington 25, D. 0. 

Drak SENATOR PURTELL: In lieu of making a statement at the scheduled hear- 
ings of the Senate Subcommittee on Health on H. R. 7397, I would like to present 
the following statement for inclusion in the record: 

The Department of Mental Health of Kentucky recommends that a special ap- 
propriation be made for the mental health grant-in-aid program, rather than 
combining this appropriation with grants-in-aid for other health purposes. 

Kentucky has recognized that mental health is such a great problem that it has 
established a separate state department to administer the hospital and clinic 
program for mental health. 

The mental health activities previously carried on by our Department of Pub- 
lic Health have been transferred to the Department of Mental Health in order 
to centralize and strengthen our effort, not only to treat the mentally ill but to 
provide out-patient clinics for the early detection and prevention of mental 
illness, and for the education of the public in sound mental health principles. 

The unification of all the categorical grants would tend to nullify these efforts 
to strengthen our program. Therefore, we recommend strongly that the mental 
health portion be awarded as specific grants directly to the mental health au- 
thorities in each State. 

Sincerely yours, 
FRANK M. GAINES, M. D. 
Commissioner. 


STATE OF New JERSEY, 
STATE BOARD OF CONTROL OF INSTITUTIONS AND AGENCIES, 
Trenton 7, April 14, 1954. 
Hon. H. ALEXANDER SMITH, 
United States Senate, Washington 25, D. C. 


Dear ALEX: The State board of control, on April 8, recorded its opposition 
to H. R. 7397 and 8. 2778 by the adoption of the following resolution: 

“Whereas for more than 35 years activity in the field of mental health, both 
in the conduct of institutions and in clinical and prevention activities, had been 
lodged in the department of institutions and agencies; and 

“Whereas knowledge of the subject and experience in the field had therefore 
been acquired in the department of institutions and agencies; and 

“Whereas it is now proposed to require that whatever Federal matching funds 
for mental hygiene should be made from Congress would have to be put in a 
single package with other health funds to the possible detriment of the prosecu- 
tion of adequate mental health activities in this State: Therefore be it 

“Resolved, That the State board of control of the department of institutions 
and agencies desires to record its opposition to the passage of H. R. 7397 and S. 
2778 and the provision in these bills for including mental hygiene funds in with 
all other types of health funds be omitted or amended so that the State of New 
Jersey may continue to decide its own problems in this regard and carry on the 
mental hygiene activities as heretofore; and be it 

“Resolved further, That copies of this resolution be forwarded to Senators 
Smith and Hendrickson, to our Representatives of the State delegation, and to 
the Senate Subcommittee on Health which has these measures under consid- 
eration.” 

Very truly yours, 
REEVE SCHLEY, President. 
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CONNECTICUT STATE HOSPITAL, 
Middletown, Conn., April 14, 1954. 
Hon. WiLirAM A. PURTELL, 
Senate Office Building, Washington, D. C. 

Dear Senator PurtTe ct: I have recently become aware of the fact that Senate 
bill S. 2778 now under consideration by the Senate Subcommittee on Health 
would, if passed, replace separate grants for various mental health purposes 
vith one general health grant. 

Federal grants-in-aid for mental health services in this State have, in the past, 
been allocated by our mental health authority. Where the mental health problem 
is a No. 1 health problem in the country today, I feel that every effort should be 
made with the aim in mind of reducing this problem at the earliest possible time 
through better mental health preventative programs. 

The standards of treatment and care for the mentally ill in this country have 
been far below those in other health fields and, in my opinion, it is time we should 
make a concentrated effort to bring about better facilities, treatment and care 
for those with emotional, mental, social and related illnesses. 

I am writing to you so that you can give serious consideration to the question 
of keeping the mental health grants-in-aid for community services set up and 
allocated as they have been in the past. 

Sincerely yours, 
Ep@ar C. Yersury, M. D., Superintendent. 


AMERICAN MEDICAL ASSOCIATION, 
Washington 5, D. C., April 16, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Senate Labor and Public Welfare Committee, 
Washington, D. C. 

DeAR SENATOR SmiITH: The attention of the American Medical Association has 
been called to the effect of S. 2778, 88d Congress, on grants-in-aid for mental 
health. This bill would lump together public health grants-in-aid, including 
the grant-in-aid for mental health, and require that State mental health author- 
ities submit requests for such aid through the State health authority. We con- 
cur in the opinion that the scope of the mental health problem and the independ- 
ent administration of State mental health programs in most areas warrant 
separate treatment in this bill. We would support, therefore, any amendment 
designed to segregate grants-in-aid for mental health or to assure a reasonable 
appropriation for this purpose in relation to the appropriations for general 
publie health grants. 

We appreciate that we have already submitted a statement on this bill and that 
the Senate committee has given considerable attention to it. This matter, how- 
ever, was brought to our attention by the committee on mental health of the 
American Medical Association on April 15, so that the information on which to 
base this recommendation was not available at an earlier date. 

It would be appreciated if this statement could be made a part of the record 
on this bill. 

Sincerely yours, 
F. E. Witson, M. D., Director. 





THE CANCER INSTITUTE AT MIAMI, 
CANCER RESEARCH AND CYTOLOGY CENTER, 
Miami, Fla., April 16, 1954. 
Senator WILLIAM A. PuRTELL, 
Chairman, Senate Public Health Subcommittee, 
Labor and Public Welfare Committee, Washington, D. C. 

Dear SENATOR PURTELL: Senator Smathers has advised that we submit the en- 
closed information in support of your forthcoming bill, 8. 2758. 

It is our hope that this splendid bill will pass without substantial change, be- 
cause it will undoubtedly do so much in the interests of national health, pre- 
ventive medicine, and improved cancer control through early diagnosis. 

The Cancer Institute at Miami is conducting an active cytology diagnostic 
center on a nonprofit basis. It is seeking funds for construction purposes, and 
it is our hope that approximately half a million dollars may be made available to 
the center through the new bill. 
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May I draw your particular attention to the effectiveness of this new cytology 
center system now that the Miami experiment has demonstrated its 3-year suc- 
CeSS, 

In other parts of the country this type of program will be catalyzed by the 
new funds made available for construction of nonprofit diagnostic centers. The 
Cytology Center has much to be said on its behalf. Of greatest importance is 
its effectiveness in seeking out early cancer in the population. It is accepted by 
the American Medical Association and private medicine because the patient 
remains in the doctor’s hands, and a private fee is charged on private patients. 
The charity patient is given the same service gratis. 

I would like to stress my conviction that the small application of the cytologic 
method to patients within reach of the routine hospital laboratory is most inade- 
quate to apply this revolutionary new method of detection. To perform its func- 
tion, it must be brought into play to protect the apparently well patient, and this 
is possible in the physician’s office. However, the doctor's office is relatively less 
effective in early diagnosis unless he is served by a cytology center equipped to 
perform tests on large numbers of people. 

In the writer’s opinion, nothing visible on the cancer horizon today could ac- 
complish so much to increase the number of cancers found early enough for suc- 
cessful treatmem than the establishment of regional cytology centers throughout 
the country. 

Please call upon me for further information if I may be able to help in any 
way or at any time. 

Sincerely yours, 
J. ERNesT Ayre, M. D. 

Enclosures : 

(1) Memo—How a cytology diagnostic center operates. 

(2) Points of information. 

(3) Challenge to insurance companies. 

(4) Editorial from the Southern Medical Journal. 

(5) Early cancer detection: A health economy. 

(6) Report of Conference on Training and Education, Southern Society of 
Cancer Cytology. 

(7) An effective modern cancer program. 


(Enclosures filed with committee. ) 





ARIZONA STATE DEPARTMENT OF HEALTH, 
Phoenix, Ariz., April 16, 1954. 
The Honorable CaRt HAYDEN, 
United States Senate, Washington, D. C. 

DEAR SENATOR HAYDEN: We have been studying the provisions of H. R. 8149, 
Medical Facilities Survey and Construction Act of 1954. Section 646 pro- 
vides an authorization of $2 million to assist States in carrying out the survey 
and planning aspects of the new act. Each State within the allotment made to 
it shall be entitled to receive 50 percent of its expenditures in carrying out the 
purpose of section 641 of the act, that is survey and planning. It specifies that 
the minimum allotment to any State shall be $25,000. This appears to be a 
generous Federal grant, and it is, if all the States can match the minimum of 
$25,000. Arizona cannot. Possibly other State health departments have limited 
appropriations for matching funds. Would it be possible to have the minimum 
grant reduced to $10,000 or $15,000, which Arizona might match with salaries 
and travel appropriated to our division of hospital planning, survey and con- 
struction? 

The Arizona nursing home licensing law became effective a year ago. The pre- 
liminary work done in surveying the conditions of this type of institution and 
reinspections made for licensing indicate the importance of a further study of 
these homes. Much work is needed to bring them up to minimum standards for 
good patient care. 

We will appreciate your interest in the suggested change. 

Very sincerely yours, 
C. G. Saussury, M. D., Commissioner. 


(Whereupon, at 12: 15 p. m., the committee adjourned until 10 a. m., 
Tuesday, March 30, 1954.) 
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